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THE H-T-P TECHNIQUE 


INTRODUCTION 


The H-T-P, freehand drawing of 
House, Tree, and Person is a technique 
designed to aid the clinician in obtaining 
information concerning the sensitivity, 
maturity, flexibility, efficiency, and the 
degree of integration of a subject’s per- 
sonality ; and the interaction of that per- 
sonality with its environment — both 
specific and general. 

The H-T-P is a two-phased approach 
to the personality. The first phase 1s non- 
verbal, creative, almost completely un- 
structured ; the medium of expression is 
a relatively primitive one, drawing. The 
second phase is verbal, apperceptive, and 
more formally structured: in it the sub- 
ject is provided with an opportunity to 
define, describe, and interpret the objects 
drawn and their respective environments, 
and to associate coricerning them. 

The present form of this complex 
technique has evolved from ten years of 
study and clinical usage. In 1938 sub- 
jects were being asked to draw a House, 


Tree, and Person simply because it had 
been discovered that withdrawn subjects 
tended to respond more freely to inter- 
rogation while they were actively engaged 
in the act of drawing those particular 
items, and it was found useful to take ad- 
vantage of this so-called “pencil release” 
factor to facilitate verbalization on the 
part of the subject. 

The specific items, House, Tree, and 
Person, were chosen because: (1) they 
were items familiar even to the compara- 
tively young child; (2) they were found 
to be more willingly accepted as objects 
for drawing by subjects of all ages than 
other items suggested; and (3) they ap- 
peared to stimulate more frank and free 
verbalization than did other items. 

It was soon discovered that although 
these particular items could be drawn in 
a very large number of ways, it was pos- 
sible to gain useful information concern- 
ing the subject’s intellectual level from 
an inspection of his drawings, and not 
long thereafter it was found that valu- 
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able information concerning important 
non-intellective aspects of the total per- 
sonality might also be derived therefrom. 

In this chapter the reader will find a 
condensed account of the studies which 
resulted in the development of the pres- 
ently used systems of quantitative and 
qualitative analysis of the H-T-P which 
are described at length in chapters III 
and IV, respectively. 


THEORY 


Conventionally it is assumed that for 
a clinical procedure to be called a projec- 
tive device it must present the subject 
with a stimulus that must be either so 
ambiguous or so essentially unstructured 
(in fact or in effect) that the meaning 
that the subject finds within it must come 
from within himself. 
examples of such devices are the The- 
matic Apperception Test with its ambigu- 
ous pictures and the Rorschach with its 
relatively unstructured blots. 

At first sight it might be presumed that 
the stimuli presented in the H-T-P are 
too unambiguous and too well-structured 
for the H-T-P to qualify as a projective 
device. However, closer examination will 
reveal that the structuring is essentially 
superficial, for although the subject is 
told that he must draw a House, a Tree, 
and a Person, he is not told what House, 
Tree, and Person to draw, and he is not 
restricted as to the size, type, or presen- 
tation of his House; the kind, age, size, 
or presentation of his Tree; and the sex, 
age, race, size, presentation or action of 
his Person. In short, he must construct 
a single or a composite picture of a 
House, a Tree, and a Person from among 
the very many of each that he has seen 
or with which he has had more close ex- 
perience. 

To rephrase the postulation, the sub- 
ject is presented with stimuli which are 
completely familiar, but at the same time 
so completely non-specific that in order to 
respond thereto the subject must project. 

It is believed that the constant stimulus 
words, House, Tree, and Person, respec- 
tively, as “‘class’’ words can have but little 
emotional meaning of themselves: there- 
fore, any emotion exhibited by the sub- 
ject while he is engaged in drawing his 


Two outstanding’ 


JOHN N. BUCK 


House, Tree, or Person, or shown by him 
while he is being questioned concerning 
his drawings, may be presumed to repre- 
sent his emotional reaction to the fear, de- 
sire, relationship, situation, or whatever 
else it may be that he sees or feels is di- 
rectly or symbolically represented or sug- 
gested by the whole drawing or some part 
thereof. 

It is postulated: (1) that each of the 
drawn wholes (House, Tree, and Person ) 
is to be regarded as a self-portrait, as well 
as the drawing of a specific or composite 
House, Tree, or Person, since subjects are 
believed to draw only those characteristics 
of a given whole which they someway re- 
gard as essential, and often those charac- 
teristics are found on objective appraisal 
to bear little resemblance to that which 
the subject says he has reproduced; (2) 
that a subject may indicate that a given 
detail or combination of details or the 
method of their presentation, proportion- 
ally or spatially, individually or as a total- 
ity, has special significance for him in two 
ways: Positively by: (a) overtly exhibit- 
ing emotion immediately before, during, 
or after drawing a given detail or com- 
bination of details, or while commenting 
upon it or them in the P-D-I; (b) by 
presenting the detail or detail complex in 
sequential order deviant from the aver- 
age; (c) by exhibiting unusual concern 
over the presentation as by erasing exces- 
sively (and particularly when the erasure 
is not followed by improvement in form), 
or as by returning to the detail or detail 
complex one or more times during the 
drawing of that or some subsequent whole 
(and the last is the more pathoformic), 
or by taking an excessive amount of time 
in drawing the detail or detail-complex ; 
(d) by presenting the detail or detail- 
complex in bizarre fashion; (e) by per- 
severation upon the presentation of a de- 
tail; or (f) by his frank comment (spon- 
taneous or induced) concerning a whole 
or any part or parts thereof. And nega- 
tively by (a) presenting a detail or detail- 
complex incompletely; (b) by omitting 
altogether one or more so-called essential 
details; (c) by commenting evasively or 
refusing to comment at all upon a whole 
or any part or parts thereof; (3) that 
interpretation of these “significant” de- 














tails, detail-complexes, and/or the method 
of their presentation will provide infor- 
mation concerning the subject’s needs, 
fears, strivings, conflicts, etc.; (4) that 
it is essential that the subject be afforded 
every opportunity to aid in interpretation 
of his productions, because of the clini- 
cally observed fact that the so-called uni- 
versal and absolute meaning of certain 
symbols may be radically altered in cer- 
tain configurations (in short, the usually 
accepted symbolic import of a given item 
or method of presentation may be almost 
completely changed by the unique signifi- 
cance ascribed to it by the subject, a sig- 
nificance that may well be overlooked 
completely if the subject is not given every 
chance to express it); (5) that adequate 
interpretation of a specific point can be 
made only when it is considered in its 
relationship to the total configuration ; 
(6) that interpretation must be made with 
great circumspection and in the light of 
as complete a knowledge ‘as possible of 
the subject and his environment (both 
past and present). 

It is further postulated: (1) that the 
H-T-P is a valid measure of adult intelli- 
gence, despite its restricted and uncon- 
ventional approach to such measurement ; 
(2) that the H-T-P appraises intelligence 
from the standpoints of elemental infor- 
mation (details); spatial relationships 
(proportion and perspective) ; and con- 
cept formation (as evidenced by the or- 
ganization and quality of the completed 
whole and by the subject’s spontaneous 
and/or induced comments concerning it) ; 
(3) that the problem presented the sub- 
ject in the non-verbal phase involves the 
reproduction as a pencil drawing and in 
2-dimensional form of a memory image 
or a combination of memory images of 
3-dimensional form; (4) that because of 
the relatively primitive method of expres- 
sion, drawing, subjects who find verbali- 
zation difficult may reveal in their H-T-P 
drawings the presence of an hitherto un- 
suspected intellectual ability or potential. 


QUANTITATIVE STANDARDIZATION 
STUDIES 
After it was recognized that the H-T-P 
might well serve as a measure of intelli- 
gence, it was decided to construct a system 
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objective than mere analysis by inspection. 

It was not difficult to devise a simple 
point score system which differentiated 
rather accurately between relatively gross 
classification levels of intelligence, but the 
system was found to have the same flaws 
as those which, like it, were based upon 
the premise that the sum of a given num- 
ber of points constituted an adequate 
evaluation of intelligence level ; further it 
tended to produce only a relatively sterile 
figure of constricted meaning, i.e., to per- 
mit much that was worthy of specific note 
to go to waste. For example, it made no 
provision for scoring that which was not 
drawn or for providing differential score 
weight for that which was or was not 
drawn. Accordingly, it was decided to 
attempt to establish tentative norms for 
adult intelligence (an adult was arbitra- 
rily defined as an individual who was at 
least 15 years of age). 


Subjects. Because it was impossible 
for us to secure an adequate random sam- 
ple from the general adult population, it 
was determined to use a restricted but 
carefully selected sample of 120 adults 
of six intelligence levels (imbecile, moron, 
borderline, dull average, average, and 
above average )—later a group of 20 su- 
perior subjects was added; to use only 
those subjects who, so far as could be 
ascertained, had no marked personality 
flaw which might cause them to produce 
“abnormal” drawings. The number of 
subjects of each intelligence level was 
arbitrarily set at 20. 

The subjects of the imbecile through 
average level were white residents of 
Virginia who were either patients or em- 
ployees of the Lynchburg State Colony, 
Colony, Virginia, and they were placed 
in one or another intelligence level group 
in accordance with the complete clinical 
picture presented by each following a 
careful psychological examination and a 
short period of observation. The ultimate 
criterion for inclusion in a level was the 
clinically demonstrated level of intellec- 
tual function of the subject and not his 
score on one or more standard intelli- 
gence tests. 

The subjects of the above average 
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TaBLe 1. Showing characteristics of standardization group. 
Educational Range Life Age 
Sex Achievement 
Intellectual Level M-F Mean Minimum Mean Maximum 
Imbecile ........ 5-15 Low 2nd Grade ...... 13 :6* 20:1 29 :0 
ee ST eee ere 4-16 4th Grade ............ 16:0 20:9 38:11 
Borderline ...... 9-11 Eo.” aera eeee 18 :7 27 :1 45:0 
Dull Average .... 11-9 2 yrs. High School ... 18:0 25 :6 39:11 
Average .......: 11-9 3 yrs. High School ... 18:11 25:6 48 :4 
Above Average .. 11-9 3 yrs. College ........ 17 :7 21:1 31:11 
Superior ........ 19-1 6 yrs. College ........ 20:0 22 :6 26 :0 





* This subject, a girl, was the only one of the 140 whose life age was less than 15 
yrs., 11 mos.; she was included because her clinical picture and psychometric examina- 
tions, made two years apart, supported the conclusion that she had attained her intel- 


lectual majority. 


group were college students of the Uni- 
versities of Nebraska and Virginia; all 
of them were in active collegiate standing ; 
all but two of them had already com- 
pleted successfully more than two years 
of college work, and one was a graduate 
student. 

The subjects of the superior group 
were all graduate students (of the medi- 
cal school of the University of Virginia) 
in active college standing. Table 1 shows 
the composition of the standardization 
subject group by intellectual level as to 
sex, educational achievement, and life age. 

Methods. The 100 sets of drawings 
produced by the subjects of less than 
above average intelligence were obtained 
by the individual examination method. 
The following technique was adhered to 
rigidly : 

First the subject was given an ordinary 
lead pencil (Grade No. 2) with an eraser 
on the end; next a sheet of white paper 
(81%4” x 14” in size) was placed before 
the subject, folded (as a four-page folder 
—each page 7” x 81%”) so that the sec- 
ond page was uppermost (the horizontal 
axis of the page [8'2”] was the greater), 
the printed word, “House,” was at the 
top of the page. 

The examiner said to the subject, “I 


want you to draw me as good a House as* 


you can. I don’t expect you to be an 
artist, I just want you to draw me as 
good a House as you can. You may draw 
any kind of House you like; you may 
take as long as you wish; you may erase 
as much as you like ; it won’t count against 
you. Just do the best you can.” 


As soon as the subject began to draw, 
the stopwatch was started—the subject 
was not told that he would be timed, but 
no attempt was made to conceal the watch. 
If the subject asked for a ruler, or any 
other drawing aid, he was told that his 
must be a freehand production. 

After the subject completed his House, 
the examiner turned the form so that page 
three was presented to the subject with 
the vertical axis (8%") the greater, with 
the word, “Tree,” printed at the top of 
the page. The examiner then said : ‘Now, 
I want you to draw me as good a Tree as 
you can.” If the subject asked what kind 
of Tree he should draw, he was told that 
he might make any kind he chose. 

After the subject had indicated that he 
was finished with his Tree, the examiner 
refolded the form sheet so that page four 
was presented to the subject, with the 
page’s vertical axis (8%4”) the greater, 
with the word, “Person,” printed at the 
top of the page. The subject was told to 
draw as good a Person as he could; the 
whole Person, however, not the head and 
shoulders only. For the few persons of 
limited intelligence who did not know the 
meaning of the word, “Person,” the ex- 
aminer amended the instructions by say- 
ing: “Draw me as good a man, woman, 
or child as you can, but be sure to make 
all of it—not just the head and shoul- 
ders.” 

After the subject completed his Per- 
son, the examiner recorded the time con- 
sumed by the subject for all three draw- 
ings, and asked the subject to designate 
the sex and approximate age of the Per- 











son he had just produced ; to tell the kind 
of Tree (evergreen or deciduous—“leaf 
dropping” to those who did not know the 
meaning of deciduous) that he had 
drawn; to state whether his House was a 
one- or a two-story affair, and whether 
it was of frame or brick construction. 

The drawings of the group of college 
students were obtained by the group-test 
method. 

The students of the above average 
group were told by their Professor (and 
those of the superior group were told by 
the psychologist who conducted the ex- 
amination) that they would be expected 
to make as good a freehand drawing of 
a House, a Tree, and a Person as they 
could; that they should draw as rapidly 
as they could without sacrificing the cali- 
bre of their drawings. They were in- 
formed that they might erase as much as 
they liked without incurring any penalty. 
They were instructed to write (on the 
line or lines furnished for that purpose in 
the upper right hand corner of each page ) 
the same information concerning the 
House, the Tree, and the Person (but to 
give the information for each item as that 
particular item was completed) that was 
sought, in inverse order and following 
the completion of all three drawings, from 
the individuals examined individually. 
The students were directed to notify the 
Professor (or the Psychologist) as soon 
as they had completed their drawings so 
that he might tell them the amount of 
time they had consumed, and they might 
record it at the bottom of page four. 

The main differences between the in- 
dividual and the group method were: first, 
that under the latter the students knew 
that they were to be timed (but they were 
specifically instructed not to permit speed 
to lower the calibre of their drawings) ; 
second, the students were asked to give 
information concerning each drawing as 
soon as the individual drawing was com- 
pleted, rather than to give it (as in the 
individual examination method) in three, 
two, one order, and after all three draw- 
ings were finished; and third, the stu- 
dents were presented with a triple prob- 
lem at once, rather than a three-step prob- 
lem presented one item at a time. Actu- 
ally, however, the problem was basically 
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but little different, for the pages (in turn) 
were clearly headed, “House,” “Tree,” 
and “Person,” and the information sought 
for each item was indicated on the line or 
lines provided for its recording on each 
page. 

In any event, what might have proven 
an insurmountable instructional handicap 
for morons, did not prove so for the col- 
lege students, as was clearly evidenced by 
the results. The drawings that the stu- 
dents made (under the group test meth- 
od) conformed in all major points to 
drawings obtained (after the study was 
almost completed) from a number of 
subjects known to be of above average or 
superior intelligence and without major 
personality flaw, and who were examined 
individually. 

The 140 sets of drawings obtained were 
subjected to minute and careful analysis 
in an attempt to identify and list as many 
as possible of the items which might by 
their presence or absence serve to differ- 
entiate subjects on the basis of intelli- 
gence. Asa result of this analysis it was 
found that items of detail, proportion, and 
perspective appeared best to differentiate 
between subjects of various levels. This 
should not be surprising, in as much as it 
has been shown in studies reported by 
Goodenough®? and by Anastasi and 
Foley “. + 3% 4 5) that the very young 
child presents in his drawings only a few 
details, shows little recognition of pro- 
portion and perspective ; that as the child 
matures he shows first an increasing 
awareness and expression of the propor- 
tional relationship of the details, and then 
their spatial relationship. Concomitant 
with this increased recognition of propor- 
tion and perspective, the detail depiction 
of the growing child becomes more accu- 
rate and extensive. 


Definitions. For the purposes of this 
report, detail is construed to be any dis- 
crete, identifiable part of the whole: for 
example, the roof of a House, the branch 
of a Tree, the arm of a Person. 

By proportion is meant: (1) the size 
(that is height, width, or area) of one de- 
tail in relation to the size of another de- 
tail: for instance, the size of a window 
in relation to the size of a door in the same 
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wall of a House; the girth of a branch in 
relation to the girth of the trunk of a 
Tree ; the length of an arm in relation to 
the length of the trunk of a Person; or 
(2) the ratio of height to width in a 
given detail: to illustrate, the ratio of 
height to width in the wall of a House; 
the ratio of length to girth in a two- 
dimensional branch of a Tree; the ratio 
of the width to the length of the nose of 
a Person. 


Perspective refers: (1) to the place- 
ment or presentation of one or more de- 
tails in a given whole; as, the location of 
a door in the wall of a House; the depic- 
tion of branch structure by shading in a 
Tree; the arm with elbow flexed in a 
Person; (2) the presentation of a given 
whole: as, both ends and the side of a 
House shown simultaneously; a Tree 
drawn flat upon the ground; a Person in 
absolute profile; or (3) the placement of 
a given whole: as, a House drawn in the 
upper left-hand corner of the form page ; 
a Tree with its top cut off by the form 
page’s upper margin; a Person with the 
feet cut off by the page’s lower edge. 

While from a strictly literal viewpoint 
any line drawn by a lead pencil must be 
regarded as having two (if not actually 
three) dimensions, for the purpose of 
this discussion a line is assumed to have 
but one dimension, length. A one-dimen- 
sional trunk of a Tree, for example, 
would be a trunk that was represented by 
a single vertical line only. 

After the items of detail, proportion, 
and perspective which appeared to differ- 
entiate best between the various intellec- 
tual levels had been identified, they were 
first assigned numbers: items for the 
House were numbered 100 through 134; 
items for the Tree, 200 through 217; 
items for the Person 300 through 333. 

Next the items were grossly segre- 
gated as “good” or “flaw.” A “good” 
item was arbitrarily defined as an item of 
detail, proportion, or perspective which 
had been employed by at least 50% of the 
S’s in one of the standardization groups 
from the borderline level of intelligence 
upward through the superior level and 
by less than 50% of the subjects of any 
group below the borderline level; a “flaw” 
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item was arbitrarily considered to be an 
item presented by at least 50% or more 
of the subjects of any group of less than 
borderline intelligence and by less than 
50% of the subjects of all groups from 
the borderline level upward. 

Last of all, each item was assigned a 
factor symbol consisting of a letter and 
a number on the following basis: the let- 
ter D was employed for those items of 
detail, proportion, or perspective used 
by at least 50% of the subjects of one of 
the “flaw” groups and by less than 50% 
of the subjects of each higher group. The 
letter A was assigned to those items used 
by at least 50% or more of the subjects 
of one of the levels borderline through 
average and by less than 50% of the sub- 
jects of any lower level, and the letter § 
to those items employed by 50% or more 
of the above average or superior groups 
and by less than 50% of the subjects of 
each lower level of intelligence. Each 
item was also assigned a number show- 
ing the relative quality value of the group 
designated by the letter. Table 2 shows 
the factor symbols used and the intelli- 
gence level that each represents. 


Taste 2. Factor symbols used with 


intelligence levels. 











Factor 

Intelligence Level Symbol 
Pe ID D3 
WPUAW — 1 IQUDOEME ou. 5 ccc s ces ccccse D2 
PWN. O0s Soin ueoet D1 
gO eS eee Al 
| Dull Average ............. A2 
“Good”— { Average .............c000, A3 
| Above Average ........... Sl 
BO Sa ees ae S2 





It was necessary to add at the lower 
end of the “flaw” group the symbol D3 
to denote certain flaw characteristics that 
were very inferior, but were produced by 
less than 50% even of the subjects of the 
imbecile class. 

To illustrate factor symbol assignment 
with two specific items: (1) it was found 
that 5% of the subjects. of the above aver- 
age group, 10% of those of the average 
group, 35% of the dull average, 45% of 
the borderline, and 65% of the moron 
group drew Trees that had one-dimen- 



















sional branches only. Since this type of 
branch depiction was employed by less 
than 50% of those subjects who were 
borderline or higher intelligence, this par- 
ticular item was immediately assigned the 
letter D, because it automatically fell with- 
in the arbitrarily defined “flaw” group. 
It was then assigned the number 1 since 
the moron group was the highest in which 
at least 50% of the subjects drew one- 
dimensional branches only for their Trees. 
The item then was finally assigned the 
factor rating D1; (2) it was found that 
15% of the subjects of the imbecile 
group, 30% of those in the moron group, 
30% of the borderline, 60% of the dull 
average, 65% of the average, and 95% 
of the above average and the superior 
groups drew Houses that had more than 
two windows. This item, therefore, was 
first assigned a factor letter of A, since 
it was not produced by as much as 50% 
of the subjects of any group below the 
borderline and automatically fell in the 
“good” group, and since the lowest group 
in which at least 50% or more of the sub- 
jects produced more than two windows 
for the House was the dull average, the 
number 2 was added and the factor sym- 
bol A2 was derived. 

The intention was to devise a quanti- 
tative scoring system which would have 
real qualitative value; a system which 
would produce a score that could not be 
expressed immediately and without care- 
ful analysis by a single figure, but would 
instead provide several measures, the re- 
lationships of which would have diagnos- 
tic value and would indicate to some ex- 
tent whether the scores obtained by the 
subject represented his customary level 
of function or represented some diminu- 
tion of function which might or might not 
be irreversible. 


QUALITATIVE STANDARDIZATION STUDIES 


Once the quantitative system of scor- 
ing the drawings had been set up as de- 
scribed in the preceding section, it was 
decided to attempt to identify and evalu- 
ate those items which in most instances 
did not appear to differentiate as to in- 
telligence per se, but which might serve 
to differentiate between drawings pro- 
duced by persons who did not exhibit a 
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major personality maladjustment, and 
those produced by persons who were mal- 
adjusted, psychopathic, psychoneurotic, 
pre-psychotic or psychotic, i.e., to replace 
the former system of “qualitative analysis 
by inspection” with a more formalized 
and more objective approach. 

It was recognized that it would be im- 
possible to set up as precise a study as 
that which resulted in the identification of 
factors differentiating as to intelligence 
only, because the attempt now would be 
to identify as many as possible of the so- 
called non-intellective factors that go to 
make up the total personality, factors 
many of which would be produced by only 
two or three of the subjects. We could 
not specify, for example, that 50% of the 
subjects of a given type must present a 
specific point for it to have differential 
meaning. 


Subjects. The final criterion for sub-° 
ject inclusion was the total clinical pic- 
ture presented by the individual subject. 
In the spring of 1945 at the University 
of Virginia Hospital a study was begun 
of the drawings of adults all of whom 
presented some marked and definite per- 
sonality maladjustment; this specific 
study was continued at the Lynchburg 
State Colony in 1945 and 1946. 

All drawings were obtained by the in- 
dividual examination method. 

Table 3 shows the number and type of 
the 150 subjects included in the prelimin- 
ary study. Fifty-two of the subjects were 


TasLe 3. Standardization group by gross 











classification. 
N 
Adult maladjustment ................... 10 
Epilepsy with personality maladjustment* 29 
Psychopathic personality? ............... 22 
ws a ps Bots SAR dr, SRM Ee 53 
We-PRVONOUC BtRbe 6 rock ee is 3 
Mental deficiency with psychosis ........ 6 
Psychosis : 
Ce ME oe ai cnc fou Seta c are ers 11 
Ch} Se SS AS 16 
TONE iced nn otc) eles ee deans ea 150 





* Paranoid and/or neurotic components pre- 
dominated. 

+ This “catch-all” classification included psy- 
chopathic-like behavior; there were few classi- 
cal “constitutional psychopaths.” 
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seen at the University of Virginia Hos- 
pital, 98 at the Lynchburg State Colony 
or the Colony’s Mental Hygiene Clinics 
in other cities. 

The subject population was not a well- 
balanced one; it did serve, however, to 
indicate very definitely that the H-T-P 
productions of subjects with personality 
disorders would differ in many respects 
from drawings produced by subjects who 
were not maladjusted. It was later pos- 
sible to analyze drawings of more than 
500 other persons exhibiting definite per- 
sonality maladjustment ; to identify other 
differential factors and to confirm (or oc- 
casionally reject) factors discovered in 
the preliminary study and to make some- 
what more reliable their interpretation. 


Method. It was found that items which 
served best to differentiate between the 
drawings of those who were definitely 
‘maladjusted and those who were not mal- 
adjusted might most conveniently be de- 
signated by the general headings: details, 
proportion, perspective, time, comments 
(spontaneous and induced), associations, 
line quality, self-criticism, attitude, drive, 
and concept. These general headings, in 
turn, were broken down into many sub- 
heads to provide for a more minute and 
specific analysis. 

It had been hoped, at first, that it would 
prove possible to assign a factor letter and 
a number to each characteristic as it was 
identified, as had been done in the quanti- 
tative scoring system. It was proposed to 
accord a rating of P-1 to those factors 
which appeared to represent only a first- 
degree deviation from the average; a rat- 
ing of P-2 to those items which appeared 
to be definitely pathoformic; and P-3 to 
those which were so deviant that they 
must be regarded as pathological. It was 
soon discovered, however, that this could 
not be done, for few items were found to 
have persistent weight and meaning. 
These non-intellective items could be 
evaluated adequately only when their re- 
lationship to the total configuration pre- 
sented by the individual subject was con- 
sidered. The assignment of a P-3 classi- 
fication on the basis of its apparent weight 
in case A might well be inacequate in case 
B. Subject A, for example, might draw 
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a Person quickly and without plan vacilla- 
tion, place his Person’s hands in his pock- 
ets to avoid the difficulty of adequate han: 
presentation. Subject B might draw hi. 
Person slowly, with painstaking care. 
erase frequently, show much anxiety -; 
draw his Person’s hands first in one posi- 
tion, then another, conclude with the 
hands in pockets. The presentation o/ 
“hands in pockets” in these two cases 
would have very different qualitative 
meaning. 

It was found not only that an item in a 
given configuration might have a mean- 
ing totally different from that assigned to 
it in another configuration, but that it 
might have more than one meaning in a 
given constellation. For example, let us 
consider the chimney of a House (con- 
ventionally regarded as a male sex sym- 
bol). Subject A, might like many sub- 
jects, show that for him a chimney was 
quite simply a chimney with no special 
significance, by: (a) drawing it quickly 
and easily in the customary sequence of 
detail presentation; (b) not returning to 
it later in the drawing ; (c) showing none 
of the signs which might indicate that he 
was preoccupied with the symbol or that 
it aroused conflict within him. Subject 
B might show definite concern while 
drawing the chimney, but in the P-D-I 
reveal that he had recently constructed 
a house, the erection of the chimney of 
which had occasioned him much worry 
and trouble. Subject C might exhibit 
strong signs of conflict while drawing the 
chimney and it might later be learned that 
he was badly maladjusted sexually. Sub- 
ject D might show strong signs of con- 
flict while drawing the chimney, and on 
the P-D-I indicate that he associated the 
chimney with the fireplace which opened 
into it from the living-room, a room that 
he found a source of discontent and dis- 
satisfaction. Subject E might evidence 
strong signs of conflict while drawing the 
chimney and later state that at one time 
he had regarded the chimney as a phallus ; 
at another time he had associated it with 
the furnace in the basement, a furnace 
that he had been compelled to fire when 
he was small; and at still another time 
he had viewed the chimney as the largest 
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single item of a House in which he had 
been very unhappy. 

It is obvious: (1) that not all qualita- 
tive differential points have been identi- 
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fied, and (2) that it has not been demon- 
strated that the present evaluation of the 
points already identified is necessarily 
either correct or complete. 





CHAPTER II 





The examiner will need the following 
material: (1) the four-page form sheet 
of white paper, each page 7 x 842” in size 
with space provided on the first page for 
entering the date and certain pertinent 
data concerning the subject; with the 
word House printed at the top of the sec- 
ond page; the word Tree printed at the 
top of the third page ; and the word Per- 
son at the top of the fourth; (2) the 
foug-page Scoring Folder ; (3) the four- 
page Post-Drawing Interrogation Folder ; 
(4) several lead pencils of grade No. 2 
with eraser (grade No. 2 lead is specified 
because it has been found to reflect more 
delicately than other grades the subject's 
motor control and the force-quality of 
line and to aid in accurate qualitative 
evaluation of shading); and (5) the 
manual. 


INDIVIDUAL TESTING 


In the individual test situation the ex- 
aminer will first present the subject with 
the form sheet folded so that only page 2 
is visible and so that the word House is 
at the top of the page from the subject’s 
point of view. The examiner will say to 
the subject, “Take one of these pencils 
please. I want you to draw me as good 
a picture of a house as you can. You 
may draw any kind of house you wish, 
it’s entirely up to you. You may erase as 
much as you like, it will not be counted 
against you. And you may take as long 
as you wish. Just draw me as good a 
house as you can.” If the subject pro- 
tests, as middle-aged or elderly adults not 
infrequently do, that he is not an artist: 
that when he went to school they didn’t 
teach drawing as they do now, etc.; the 
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examiner will assure the subject that the 
H-T-P is not a test of artistic ability ; 
that he is not interested in the drawing 
ability of the subject as such. If the sub- 
ject asks for a ruler, or attempts to make 
use of anything else as a ruler, the ex- 
aminer will tell him that his drawings 
must be freehand. 


Recording. While the subject is draw- 
ing his House, Tree and Person the ex- 
aminer will always: 


1. Record the following aspects of 
time: (a) the amount of time elaps- 
ing between the examiner’s giving 
the instructions to the subject and 
the subject’s starting to draw; (b) 
any time latency (pause) occurring 
during the drawing (relating it to 
detail sequence) ; (c) the total time 
consumed by the subject from the 
time the instructions have been 
given to him until he indicates that 
he has finished the drawing of a 
given whole (as House). 

Record by name the details of the 
House, the Tree, and the Person 
as they are presented by the subject, 
numbering them sequentially. De- 
viations from the sequence of de- 
tail presentation commonly em- 
ployed by well-adjusted subjects 
have been found usually to have 
significance ; accurate recording of 
such presentation is essential lest 
the deviation be lost in the com- 
pleted whole in which case it can- 
not be evaluated adequately quali- 
tatively. 

3. Reduce to writing (verbatim if 
possible), all spontaneous com- 
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ments, whether question or state- 
ment made by the subject during 
his drawing of House, Tree, and 
Person and relate each comment 
to the detail sequence. The act of 
drawing these items may produce 
comments which, although seem- 
ingly quite irrelevant to the item 
beg drawn, may reveal much con- 
cerning the subject. : 

4. Note down any emotion (however 
minor) exhibited by the subject 
during his drawing of House, 
Tree, and Person, and relate that 
emotional expression to the detail 
sequence. The act of drawing fre- 
quently arouses within the subject 
strong emotional manifestations and 
these must be recorded. 


In order to record these various items, 
more advantageously, the examiner should 
sit so that he may have an unobstructed 
view of the drawing being produced by 
the patient. It has been found most con- 
venient for the examiner to sit to the 
left of a right-handed subject, to the 
right of a left-handed subject. In cer- 
tain instances, however, subjects who 
are very anxious or very suspicious will 
conceal their drawings, and in such in- 
stances it will presumably be best not to 
antagonize the subject by compelling him 
to let the examiner view the production 
as it develops. 

In order to record more simply detail 
sequence, spontaneous comments, etc., the 
examiner should make use of the system 
of recording which is illustrated below, 
using the case of K. N. (the first sample 
case in the manual) as an example. 


House 
Roof. 
Window, with panes, in roof. 
Porch roof (main wall)—‘“I can take tools 
and make a much nicer one,” (laughs with 
embarrassment). 
4. Porch pillars. 
5. Door. 
6. Window, upper right, with panes. 
7. Window, lower left, with panes. 
8 
9 


nr 


. Window, upper centre, with panes. 
. Windows (left and right) flanking door, 
with panes. 
10. Window, upper left, with panes. 
11. Window, upper centre, with panes. 
12. Roof material. 
13. Side porch roof and pillar. 


14. “That’s about all you need to do besides 
build the garage.” 

15. Foundation. 

16. Latency 18 seconds. 

17. “A couple of trees.” 

18. Tree to left; then tree to right. 

19. Driveway from side porch. 

20. Walkway from front porch. 

21. “Say one here”—shrub. 


Time 5:13 

If there had been an initial latency it 
would have been recorded as item No. 
1 and the first detail drawn would have 
been recorded as No. 2, etc. 

The relationship of the spontaneous 
comments and/or the emotional expres- 
sions to the drawn items is determined by 
the position of the spontaneous comment 
and/or the emotional manifestation in the 
recorded material. For example, if the 
spontaneous comment or emotion were 
recorded before the detail but within the 
same numbered item, it was made while 
the subject was beginning to draw the 
detail in question. If the comment or 
emotion were recorded in the same num- 
bered item with the detail but following 
the detail, it was made after the subject 
had begun to draw the detail in question 
and before he completed it. If the spon- 
taneous comment or emotion were as- 
signed an item number all its own, it oc- 
curred after the preceding detail had been 
completed and before the subsequent de- 
tail was undertaken. 


Post-Drawing Interrogation. After the 
non-verbal phase of ‘the H-T-P has been 
concluded, the examiner will wish to 
afford his subject an opportunity to de- 
fine, describe, and interpret the objects 
that he has just drawn and their respec- 
tive environments, and to associate con- 
cerning them. He will alse wish to take 
advantage of the clinically-observed fact 
that the act of drawing the House, Tree, 
and Person often arouses strong emo- 
tional reactions ; that upon completion of 
his drawings it is frequently possible for 
the subject to verbalize material which 
he has hitherto found inexpressible. Ob- 
viously the less withdrawn, the less hos- 
tile, and the more intelligent the subject, 
the more productive this second phase of 
the H-T-P can be. 

In all there are 64 questions which are 
purposely spiraled so as to help avoid 
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the establishment of an “answer set,” and 
to make it that much more difficult for 
the subject to remember what he has said 
previously concerning a given whole. 
The questions vary in type from direct 
and concrete to highly indirect and ab- 
stract. 

The P-D-I is not intended to be a 
rigidly defined procedure. The examiner 
is expected always to conduct such fur- 
ther interrogation as may seem likely to 
him to be most productive. He will wish 
in all instances to determine just what 
the constant stimulus words House, Tree, 
and Person have meant to the subject. 

The questions to be employed follow 
(in certain cases alternative phrasings are 
suggested) and their rationale is dis- 
cussed. It will be noted that the ques- 
tions are initialed H for House, 7 for 
Tree, and P for Person to facilitate later 
segregation of response for qualitative 
analysis and interpretation. 

The examiner will say, “Now we are 
through with the formal part of the test ; 
just sit back and relax while I ask you 
a few questions about what you have 
drawn.” He will then turn the drawing 
form so that the just completed Person 
is before the subject with the word Per- 
son at the top of the page from the sub- 
ject’s point of view. He will ask: 


Pl. Is that a man or woman (or boy or 
girl)? If the sex of the Person appears 
obvious, the question should be rephrased 
to: “Is that a boy or a man?” or “Is that 
a girl or woman ?” 

Patients who are markedly withdrawn, 
or who are highly disturbed emotionally, 
not infrequently state that the Person is 
of the sex the opposite of that which it 
appears objectively to be to the examiner. 
In certain instances, it may be difficult for 
the examiner to determine the sex of the 
Person. The subject may have drawn, 
for example, an effeminate looking figure 
in male clothing. The drawings of low 
grade mental defectives are occasionally 
so inferior and so lacking in details that 
the sex of the Person could not possibly 
be determined in the absence of the sub- 
ject’s statement concerning it. 


P2. How old is he? The gender of the 
pronoun is to be altered, of course, for 





this and subsequent questions if the Per- 






son is said to be a female. Two things are 
attempted here: (1) to acquire evidence 
which may aid in determining the true 
identity of the Person; (2) to determine 
the age of the individual whose valence 
(positive or negative, or both) has been 
so strong as to result in his or her hav- 
ing been drawn by the subject. 


P3. Who is he? This somewhat blunt 
attempt to settle at once the question of 
the identity of the Person is answered 
often with “I don’t know.” Frequently 
at this point of the P-D-I the Person may 
suggest no one to the subject; and only 
later, and as the result of less direct ques- 
tioning, is it possible for him to make 
positive identification. In a number of 
instances the Person will be found ulti- 
mately not to be the individual named in 
response to this question. It has been 
found qualitatively useful, however, to 
pursue a line of interrogation designed to 
reveal whether the Person represents a 
multiplicity of personalities or a single 
personality only. 


P4. Is he a relation, a friend, or what? 
If the answer to P3 indicates that the 
Person is a self-portrait, this question 
need not be asked. Where the Person is 
identified as someone other than the sub- 
ject, this question may help to establish 
the relationship between the subject and 
the Person. When P3 has been answered 
by “I don’t know,” this question some- 
times serves to elicit more positive iden- 
tification now, or to facilitate such iden- 
tification later in the P-D-I. 


P5. Whom were you thinking about 
while you were drawing? This question 
should be asked in all instances. In cer- 
tain cases it will be found that the in- 
dividual named in answer to this question 
is not the one named in answer to P3. 
The answer, “No one,” does not neces- 
sarily represent either evasion or falsifica- 
tion, for the subject may well not have 
thought of anyone consciously while he 
was producing his Person. 


P6. What is he doing? (and where is he 
doing it?) If the response is, ““He’s just 
standing,” the examiner will want to 
know where the Person is standing (as 
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indoors and in what room, or outdoors) ; 
for whom the person is waiting, if any- 
one; what the Person has been doing 
and what he plans to do. If the Person 
is said to be walking, or otherwise to be in 
motion (as riding), the examiner will 
want to know not only where the Person 
is going and what he is going to do there, 
but where he has been and what he has 
been doing. If the Person has a hand 
raised or an arm outstretched, questions 
should be asked to determine the reason 
for that position of the hand or arm. If 
the Person appears to have his gaze fo- 
cussed at someone or something, the 
identity of that someone or something 
should be sought. At this point, subjects 
with organic deterioration or severe per- 
sonality maladjustment may exhibit con- 
crete thinking by an inability to accept 
the fact that the Person is anything but 
a pencil drawing upon a piece of paper. 

In the event that the examiner receives 
the reply, “How should I know what he’s 
doing ?” or, “It’s only a drawing, it’s not 
doing anything,” he should continue with, 
“Oh, I know, it’s only a drawing, but it’s 
a picture of someone. Let’s make up a 
story about it. What do you think that 
he (or she) might be doing? What does 
he appear to be doing there ?” 

The absence of motion (as indicated 
by unusual rigidity) or the presence of 
motion and the type of movement (as 
fighting or playing), may have definite 
significance. 


P7. What is he thinking about? At this 
point frank projection frequently begins. 
The examiner will do his best to obtain a 
frank statement and to determine what 
has produced the particular topic the sub- 
ject says his Person is thinking about. 
Evidence of obsessive and/or delusional 
thinking may be elicited by this question. 


P8. How does he feel? Here one ap- 
pears usually to get the feeling of the 
subject himself toward the situation in 
which the Person is presented. In addi- 
tion, however, the question itself may 
provide sufficient stimulus to produce di- 
rect comments concerning the subject’s 
feeling about his present state or about 
matters which have not been discussed 
previously. The supplementary question, 
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“Why?” should always be asked unless, 
in the examiner’s opinion, rapport is so 
poor that the challenge of the question 
might engender resistance which would 
interfere with further verbalization. 

. 


After he has recorded the subject's 
response to P8, the examiner will refold 
the drawing form page so that the Tree 
is uae to the subject and he will 
ask : 


Tl. What kind of Tree is that? If the 
subject cannot identify the Tree as a 
specific type (as maple or cedar, for ex- 
ample) the examiner will ask whether 
the Tree is deciduous or evergreen. To 
subjects of limited vocabulary the ex- 
aminer will say, “Is it the sort of tree 
that stays green the year ’round, or does 
it drop its leaves?” 

It has been found that subjects tend 
to draw Trees of the kind most prevalent 
in the area in which they live. However, 
that is a matter of manifest content only, 
for apparently the Tree has the same gen- 
eral latent meaning to all subjects: that 
is, a living, or once living thing, in an 
elemental, dynamic environment. 


T2. Where ts that Tree actually located? 
Subjects tend to draw Trees located near 
their homes, or Trees with which they 
associate some past experience of per- 
sonal importance. Once again, however, 
this is a matter of manifest content only, 
for the Tree is always to be appraised as 
a self-portrait. The examiner will un- 
derstand that the characteristics portrayed 
will usually be symbolically presented and 
they will ordinarily be psychological 
rather than physiological characteristics. 
Occasionally, however, the Tree will have 
definitely human configuration and when 
this is the case the traits or elements so 
presented will be found to be revealing. 
If the subject states that the Tree is 
located in a woods or in a forest, the ex- 
aminer should determine what connota- 
tion the word woods or forest has for the 
subject. Is the forest, for example, a 


place of peace, quiet and solitude to which 
the subject likes to go to be alone, a place 
which he finds restful (which would sug- 
gest a tendency to withdraw from un- 
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pleasant external stimuli); is it a place 
of dread and threat, a place holding un- 
known and strongly felt danger (which 
would suggest (1) a fear of the un- 
known, (2) a need for the companion- 
ship of others); or is it just another 
place which has no particular emotional 
connotation ? 


T3. About how old is that Tree? Most 
commonly the age of the Tree is either 
(1) the chronological age or the felt age 
of the subject himself; (2) the number 
of years that the subject has lived past 
puberty; (3) the number of years dur- 
ing which the subject has felt his environ- 
ment to be definitely unsatisfying ; or (4) 
the age of the person whom he sees his 
Tree as representing or symbolizing. 


T4. Js that Tree alive? Thus far almost 
no well-adjusted subject has answered 
this question in the negative. Negative 
answers to this may be found on further 
questioning to express a feeling that the 
Tree is dormant rather than dead. Sub- 
jects exhibiting rigid concrete thinking, 
have great difficulty regarding the Tree 
as anything more than a pencil drawing 
on a piece of paper. Ae negative answer 
to question T4 has long been regarded as 
indicative of physiological feelings of in- 
feriority and/or psychological feelings of 
inadequacy, fultility, guilt, and so on. 
Question T5 is divided into two parts. 
Section A is to be used if the subject says 
the Tree is alive, and the questions there- 
in follow: 

(a) What is there about that Tree that 
gives you the impression that it is alive? 
The answer to this question may be the 
first incication the examiner has that the 
subject actually sees the Tree in motion 
(motion which may range from a mild 
tremor of the leaves to swaying of the 
trunk). Other responses indicate that 
such qualities as strength, vigor, and so 
on create the impression of life. The most 
obvious reply, of course, is that the Tree 
must be alive, since the Tree has leaves. 

(b) Js any part of the Tree dead? 
What part? It has not been proven that 
the concept of a wholly dead Tree is nec- 
essarily indicative of greater maladjust- 
ment than the concept of a partially dead 
Tree, but thus far such has seemed to be 





QUALITATIVE AND QUANTITATIVE MANUAL 331 





the case. Most commonly the branches 
or the roots are regarded as the dead or 
dying part (the validity of this inter- 
pretation has not been proven, but it ap- 
pears that the branch destruction sym- 
bolizes environmentally sustained trau- 
ma; death of the root structure implies 
an intra-personal imbalance or dissolu- 
tion). 

(c) What do you think caused it to 
die? Worms, insects, parasites, blight, 
lightning, wind, and occasionally malici- 
ously aggressive action on the part of 
children or adults are ascribed as the 
cause (something extra-personal is 
blamed). Occasionally, however, the 
death is attributed to the rotting of the 
Tree’s roots, trunk, or limbs (the felt self 
is rotten). 

(d) When do you think it died? The 
attempt here is to determine the subject’s 
impression of the duration of his dis- 
ability or maladjustment. It is not to be 
expected that this time will necessarily 
coincide with the figure derived from the 
patient’s history. Whenever a specific 
date is given by the subject—as January, 
1942—the examiner might continue with 
a casual, “Well, what about January, 
1942?” and the examiner would do his 
best to ascertain what fixed that particu- 
lar date in the subject’s memory. 

Section B of T5 is to be employed if 
the subject says that the Tree is dead. 
The questions are: 

(a) What do you think caused it to 
die? 

(b) When do you think it died? The 
general import of both questions is the 
same as that of (c) and (d) under Sec- 
tion A. 


T6. Which does that Tree look more 
like to you; a man or a woman? For 
subjects whose rigid, concrete thinking 
prevents them initially from grasping the 
question’s full meaning or from abstract- 
ing masculine or feminine components 
from the Tree, the examiner should con- 
tinue with, “Oh, I know, it’s just a Tree; 
but suppose you had to say that it was 
either a man or a woman. Which would 
you say?’ If that does not suffice to pro- 
duce a response, the examiner should 
continue with, “Oh, I. know quite well 
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that trees do not have sex as people do, 
but I think you know what I mean. For 
example, you've probably seen rugged, 
powerful, robust trees that have made 
you think of a man and you’ve seen other 
trees, I suspect, that looked either trim 
and graceful, or large, protective, and 
motherly, and resembled a woman. Now 
which does this Tree make you think of, 
aman ora woman?” If this still does not 
suffice, the examiner should ask, “Does 
any part of this Tree look like a man or 
woman to you?” and ask him to point to 
that part with his finger. 

The purpose of this question is to de- 
rive information concerning: (1) the 
subject’s ability to deal with sexual sym- 
bols; (2) to determine the subtlety or 
grossness of his selection of symbols. 


T7. What is there about it that gives 
you that impression? Most commonly 
the sex ascribed to the Tree seems to 
be determined by: (1) certain aspects of 
the Tree which to the subject resemble 
parts of the body of a man or a woman; 
examples: (a) the long hanging branches 
of an evergreen may remind the subject 
of a woman’s hair (his mother’s hair) : 
(b) a maladjusted little girl explosively 
said that she saw in the middle of a well- 
drawn maple tree her father’s fist, “just 
as he used to raise it to strike my moth- 
er”; (2) such characteristics as strength, 
size, etc.; (3) associating the Tree with 
a given person (as with the subject’s 
father because he used to chop down 
trees or with the subject’s mother because 
he used to sit under that Tree with his 
mother when she told him stories. In 
this last instance the examiner will ex- 
plain that he wishes to know whether the 
drawn Tree itself looks more like a man 
or a woman to the subject not what he 
associates with it. 

A female patient of above average in- 
telligence stated that the Tree she had 
drawn made her think of a woman, “Be- 
cause it is deciduous.”” This somewhat 
unusual reply called for and_ received 
further exploration. It eventuated that 
she felt that all deciduous trees were 
feminine because, “they change their 
purpose periodically.” It was soon elicit- 
ed that the dropping of the leaves sym- 


bolized menstrual function for this in 
dividual. To this same patient “orna- 
mental” trees were essentially feminine ; 
“wild” trees essentially masculine. 


T8. “Jf that was a person instead of « 
Tree, which way would the person be fac- 
ing?” Since a tree can have neither front. 
side, nor back except as it is so seen by 
the viewer, it is believed that the sub- 
ject’s response to this question may often 
be the projection of the subject’s view 
of the attitude adopted toward him by the 
person or persons whom the Tree sym- 
bolizes for the subject. A nostalgic, small 
boy, for example, saw the Tree as a moth- 
erly figure facing him. A neurotic, male 
adult saw his Tree as a rugged, rejecting 
father figure with his back turned to him. 


T9. “Js that Tree by itself, or is it in a 
group of trees?” Answers to this ques- 
tion cannot be regarded as having too 
much significance unless they are strong- 
ly tinged with emotion,* since the Tree 
must of necessity be either by itself or 
in the company of others (even though 
those others were not drawn because of 
lack of instruction to do so). However, 
feelings of isolation and/or a need for 
association with other people are fre- 
quently elicited by this question. 


T10. “As you look at that Tree, do you 
get the impression that it is above you, 
below you, or about on a level with you?” 
Questions Pl, P2, P6, T1, T3, and per- 
haps T6 may all be regarded as questions 
measuring (however crudely) the sub- 
ject’s grasp of reality. That grasp may 
be regarded as weak if the subject states 
in answer to T10, “It’s above me,” when 
to the examiner the Tree is obviously 
below, or vice versa. 

To some the Tree shown growing on 
top of a hill is symbolic of tense striving 
toward a distant and perhaps unattain- 
able goal; to others it represents a posi- 
tion of autonomy and dominance. For 
many, the Tree drawn as partly sheltered 
by a hill is indicative of a need for pro- 
tection and succor. A Tree drawn as 
definitely below the viewer almost in- 
variably connotes depression of mood as 
well as depression of position. If the 


subject exhibits rigid, concrete thinking 
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and is unable to see (the Tree) except 
as “down” on a piece of paper in front 
of him, the examiner should ask: “As 
you look at the Tree as you’ve drawn it 
there, does it appear to be a little bit above 
you, as if it were up on a hill, or does it 
seem to be below you, as if it were in a 
hollow or a valley?” 


Tll. What is the weather like in this 
picture? It is postulated that the Tree 
symbolizes the individual's feeling (con- 
scious or subconscious) of himself in re- 
lation to his environment. Since exter- 
nal forces affecting a living tree are 
largely meteorological, it is not surpris- 
ing that many subjects have been able to 
express through their answers to this 
question their feeling that their environ- 
ment in general is supportive and friend- 
ly, or oppressive and hostile. Subjects 
may make minute descriptions of very 
unpleasant weather conditions, despite 
the complete absence of anything in the 
drawing itself that would indicate such 
a condition. A subject’s description of 
stormy weather which duplicates exactly 
or almost exactly the weather actually 
pertaining outdoors at the time of the 
interview may be influenced solely by 
that weather; the examiner must not ac- 
cept that presumption as conclusive proof 
per se; instead he must attempt to deter- 
mine the degree of influence by further 
questioning. 


T12. Js there any wind blowing in this 
picture? Wind has been found to sym- 
bolize feelings of being subjected to pres- 
sure by force over which one has rela- 
tively little control. 


T13. Show me in what direction it ts 
blowing. Usually the wind is seen as 
blowing from left to right, which is in- 
terpreted as revealing (in the absence of 
unusual intensity) no more than the gen- 
eral psychological field tendency of loco- 
motion from past (left) to future (right), 
and the wind is seen as blowing horizon- 
tally across the page. Winds of more 
than a mild intensity, and any deviations 
from this more or less conventional direc- 
tion, appear always to have significance. 
One acutely disturbed individual stated 
that the wind was blowing in all direc- 
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tions simultaneously! For one rigid 
neurotic, who pictured the Tree as his 
paramour and described in minute detail 
his feelings when she first disrobed in 
front of him, the wind was blowing from 
behind the Tree toward him. By this he 
implied (in highly narcissistic fashion) 
his feeling that he was so irresistible that 
she was impelled to come to him. 

Wind “seen” by the subject as blowing 
from ground level to Tree-top (diagon- 
ally upward and across the page, that is) 
has been found to symbolize a strong de- 
sire to escape from reality into phantasy 
and the reverse for winds blowing from 
an upper to a diagonally opposite lower 
corner (and the temporal aspects—left 
for past, right for future—appear to hold 
true). 


T14. What sort of wind is it? The sub- 
ject’s description of the velocity, humid- 
ity, and the temperature of the wind can 
be strongly revealing. A wind said to 
be blowing with great force, to be very 
damp or very dry or to be very hot or 
very cold, or some combination thereof, 
would be presumed to symbolize the fact 
that the subject felt pressure from one 
or more sources within his environment 
(with the degree of felt pressure presum- 
ably corresponding to the degree of vari- 
ance from a calm weather state). But 
the examiner must not accept the assump- 
tion that such extremes necessarily rep- 
resent unpleasantness to the subject. In- 
stead he must institute whatever further 
interrogation is needed to identify the 
emotional tone accompaning the meteor- 
ological state described by the subject. 


T15. Jf you had drawn the sun in this 
picture, where would you have put it? 
This question, of course, is not to be used 
if the sun has actually been drawn. It is 
asked so that the subject can define still 
further and from the standpoints of time 
and position the relationship of the Tree 
to its source of warmth and power in the 
environment. 

This relationship frequently symbolizes 
the relationship felt by the subject to 
exist between himself and a dominant 
figure in his own environment. When the 
sun is said to be behind the Tree, it has 
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been found occasionally that the subject 
interpreted the Tree either as represent- 
ing someone in his environment whom he 
saw standing between him and a warmth- 
giving person whose attention he sought 
or as someone standing protectively be- 
tween the subject and someone from 
whom the subject was trying to escape. 
A setting sun has been found to connote 
feelings of depression. A sun drawn 
with a cloud between it and the Tree im- 
plies an anxious, unsatisfying relation- 
ship between the subject and some 
warmth-giving or hostile-threatening per- 
son. 


T16. Do you see the sun as being in the 
north, east, south, or west? This again 
is in a sense a reality question. For ex- 
ample: (1) the subject may have said in 
reply to T13 that the wind was a west 
wind, indicating the left of the page as 
the west, but in answer to T15 he may 
have said that he would have put the sun 
on the left of the picture and then state 
that the sun is in the east (which may 
or may not indicate more than a decrease 
in memory function); (2) he might say 
that the sun is in the north (which might 
indicate limited intelligence [information] 
or might deny reality). 

Several highly intelligent subjects have 
said that they saw the sun in the north. 
It was found in each instance, that this 
connoted a feeling of coldness, since a 
northern sun was seen as having little 
warmth. 

7 

After he has recorded the answer to 
T16, the examiner will turn the drawing 
form so that the House only is visible to 
the subject, with the word House at the 
top of the printed page from the sub- 
ject’s standpoint. 


H1. How many stories does that House 
have? This is a reality testing question. 
It is also in a sense a measure of atten- 
tion, for withdrawn or highly disturbed 
subjects frequently answer the question 
without even looking at the drawing. 
Siftce certain mentally deficient sub- 
jects often place the windows of their 
Houses on such ill-defined levels that it 
is difficult indeed for the examiner to 
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determine what the subject’s intent was, 
this may also be regarded in a sense as 
a “must” question, for neither quantita- 
tive nor qualitative scoring of the draw- 
ings can be done with accuracy and valid- 
ity if the examiner is in doubt concern- 
ing the subject’s intent. Certain sub- 
jects do not understand what is meant by 
story: the examiner can usually make 
clear what he means by substituting floor 
for story and making suitable gestures 
with the hands to indicate levels. 


H2. Js that a frame House, a brick 
House, or what? In-certain sections of 
the country the brick house has prestige 
which the frame house often lacks. In 
other sections it is the stone house which 
is regarded as socially the most desirable, 
and so on. 


H3. Is that your own House? If the 
answer is, “No,” the examiner continues 
with, “Whose House is it?” Most fre- 
quently subjects attempt to draw their 
own homes, but they seldom reproduce 
them accurately for several reasons be- 
sides the fact that most people are unable 
to draw with architectural exactitude ; for 
example: (1) because they tend to em- 
phasize those aspects of the home which 
have had the most pleasant or unpleasant 
meaning to them (and emphasis here may 
include either exaggeration or diminution 
of detail and proportion); (2) because 
the House will usually be found to repre- 
sent, in part, several dwellings of the 
past, present, and future. 


H4. Whose house were you thinking 
about while you were drawing? This 
question is designed (as was its counter- 
part P5) to attempt to elicit information 
which might lead to more accurate identi- 
fication. The drawn House, like the 
drawn Person, often has a multiplicity of 
personalities. 


H5. Would you like to own that House 
yourself? Why? The examiner will 
try to determine: (1) why the subject 
would or would not like to own this 
House (the subject who says he would 
not like to own it, “Because it is rotten 
or torn up inside,” “It’s filthy,” etc., may 
be giving direct expression to his feel- 














ings concerning himself) ; (2) what dif- 
ferences there may be between the drawn 
House, and the house now occupied or 
owned by the subject, as to size, con- 
venience, etc.; (3) the likelihood of the 
subject’s ever owning such a home, and 
the intensity of his desire to own it; (4) 
his emotional reaction to the House (as a 
possible source of conflict). 


H6. If you did own that House and you 
could do whatever you like with it 

(a) Which room would you take for 
your own? Why? The expressed de- 
sire of withdrawn subjects to seek refuge 
in a back room of an upper story is rather 
striking at times, and suspicious indi- 
viduals tend to seek a room from which 
full observation of the approach to the 
door can be had. 

The examiner will wish always to com- 
pare the location of the desired room with 
the location of the room that the subject 
now has, and if there is a difference, to 
attempt to ascertain the reason therefor. 

(b) Whom would you like to have live 
in that House with you? Why? The 
subject exhibiting rigid, concrete thinking 
may find it impossible to accept this ques- 
tion until it has been explained to him 
that he must imagine that the House is 
his and his alone, and no one else has 
anything to do with it, that all that the 
examiner is interested in learning is whom 
the subject would like to have live with 
him. Certain patients may detect the 
implications behind this question and at- 
tempt to evade a direct answer, but that 
very evasion itself may be revealing. 


H7. As you look at that House, does it 
seem to be close by or far away? This 
is another “reality question” and re- 
sponses which flatly contradict objective 
reality must have significance. It has 
been found that (1) proximity appears 
to equate attainability or a feeling of 
warmth and welcome, or both; (2) dis- 
tance suggests striving or a feeling of 
rejection or rejecting, or both. The ex- 
aminer will attempt to learn in such in- 
stances whether the distance “seen” by 
the subject is psychological or geographic. 


H8. As you look at that House, do you 
get the impression that it is above you, 
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below you, or about on a level with you? 
Answers to this question appear to have 
approximately the same significance as 
those to T10, but in this case to refer to 
the more specific area of personal rela- 
tionships, with emphasis upon the home 
and the family. 


H9. What does that House make you 
think of? With this question the inter- 
rogation tends to become more abstract 
and more general in character, and for 
the first time relatively free association is 
sought. 


H10. What does it remind you of? Ex- 
perience has shown that in general H9 
implies a direct association with the 
House to most subjects, that H1) implies 
a much less direct association. 


Hil. Js that a happy, friendly sort of 
House? For rigid, concrete thinkers it 
thay be necessary to ask, “Haven’t you 
ever gone into a house where you felt 
very much at ease and at home? Is this 
House that you have drawn that kind of 
house, or is it the sort of house that seems 
to have something definitely unpleasant 
or unhappy about it?” 


H12. What is there about it that gives 
you that impression? Occasionally a sub- 
ject will attempt to justify his response 
to H11 by giving a description of certain 
physical details of the House; by stating, 
for example, that it is happy because it 
has curtains at the windows, smoke com- 
ing from the chimney, and so on. But 
in the main, the answer to this question 
will presumably be a direct expression of 
the subject’s feeling about the people who 
occupy the House that he has drawn, and 
his opinion of them and/or their feeling 
toward him. In any event the examiner 
will wish to ascertain why the particular 
aspect described conveyed the impression 
of happiness or friendliness. 


H13. Do you feel that way about most 
houses? Why? The attempt here is to 
see to what extent friendly or hostile feel- 
ing toward the drawn House and its oc- 
cupants has been generalized. This ques- 
tion may serve to produce further elab- 
oration of the response to Hi2 and thus 
to help structure the subject’s attitude 
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toward home and inter-personal relation- 
ships in general. 


H14. What is the weather like in this 
picture? The examiner need not be sur- 
prised to find the subject giving a descrip- 
tion of weather that has little resemblance 
to his reply to T11, for if the theory as to 
the areas of the personality tapped by the 
disparate wholes of the H-T-P is at all 
correct, the House and the Tree should 
often produce widely different reactions. 
’ 

After having recorded the subject’s 
answer to H14 the examiner will turn the 
drawing form so that the drawn Tree 
only is visible to the subject with the word 
Tree at the top of the page from the sub- 
ject’s standpoint. 


T17. What does that Tree make you 
think of? The subject is now presented 
with the Tree again, but 14 questions 
concerning the House have intervened 
since he last saw the Tree. 


T18. What does it remind you of? With 
the Tree, as with the House, think of 
connotes close association to most sub- 
jects; remind of suggests more distant, 
less direct association. 

Although most subjects find associa- 
tion with the House relatively simple, 
since a dwelling place can easily arouse 
many memory traces, association with a 
Tree is less easy. But perhaps for that 
very reason the associations when they 
are not restricted to such things as, “Men 
—because they chop down trees,” etc., 
tend to be less superficial, and thus more 
revealing. 


T19. Js it a healthy Tree? Twenty- 
seven questions have been asked since the 
subject was requested to define the state 
of health of his Tree, so it is not surpris- 
ing that a subject’s answer to T19 may 
not be consistent with his reply to T4. A 
subject who is deeply anxious or de- 
pressed may have indicated that fact by 
stating (in answer to T4), “It’s dead.” 
But by the time T19 is reached he may 
say that the Tree is unhealthy, but not 
dead, which might indicate: (1) that he 
did not feel that all was hopeless (if he 
regarded the Tree as a_ self-portrait) ; 


" little importance. 


JOHN N. BUCK 


(2) that he felt guilt at- having expressed 
hostility overtly — albeit symbolically— 
if he regarded the Tree as someone whom 
he disliked strongly but conventionally 
should love. 


T20. What is there about it that gives 
you that impression? It has been found 
that this somewhat devious way of ask- 
ing, ‘““Why do you say that?” is advan- 
tageous, because it implies that the factor 
influencing the response lies within the 
Tree rather than within the subject and 
it suggests that the answer is of relatively 
Projection is almost 
certainly compelled, since there is little 
that one can abstract from the drawing 
of the Tree with which to justify an 
affirmative or negative answer to T19, 
for no matter how frail or dilapidated a 
Tree may be, it can at the same time be 
healthy ! 

It must be emphasized that malad- 
justed subjects have shown themselves 
able to express body feeling, feelings of 
inadequacy, isolation, environmental pres- 
sure, and so forth more easily through 
their comments concerning the Tree than 
through their comments concerning the 
Person apparently because the drawn 
Tree does not arouse within most sub- 
jects as strong a feeling of identification 
as the drawn Person does. 


T21. is it a strong Tree? Health and 
strength are two totally different things 
to most people and the presence of health 
does not necessarily imply the concomi- 
tant presence of strength, or vice versa. 


T22. What is there about it that gives 
you that impression? In justification of 
his affirmative response to T21, one 
epileptic said, with obvious pride, “Yes, 
it must be strong to have stood all the 
punishment that it’s gone through.” 
This is another “reality” question, for 
although a frail or bent Tree may be 
healthy, it can scarcely be regarded as 
strong. Disparity between objective 
reality (the drawn Tree) and the sub- 
ject’s answer to T22 might indicate: (1) 
pathoformic inattention; (2) a vacillant 
attitude toward the person whom the 
Tree symbolizes; (3) a vacillant view of 














his own ability to cope with life in gen- 
eral, 
It is suggested that the examiner will 
do well to ask the subject to draw (if 
the subject has not already done so) his 
concept of the Tree’s root structure (the 
examiner would not score this quantita- 
tively, of course). There is some reason 
to suspect that the root structure may 
represent the strength and quality of 
those aspects of the personality which 
are theorized as being below the conscious 
level. 
1 

After recording the subject’s answer to 
T22, the examiner will fold the drawing 
form page so that the fourth page only is 
visible to the subject with the word Per- 
son at the top of the page from the sub- 
ject’s viewpoint. 
P9. What does that Person make you 
think of ? 


P10. What does that Person remind you 
of? Here are sought definite associations 
concerning the Person specifically, and 
inter-personal relationships in general. 


Pll. Is that Person well? For those 
who have, so to speak, indulged in a 
flight into illness, this is at times sufficient 
stimulus to produce a detailed account of 
somatic complaints. This question serves 
in some cases to release hostility (pre- 
viously suppressed ) against the individual 
represented by the Person. 


P12. What is there about him that gives 
you that impression? To justify his an- 
swer to Pll, a subject is almost com- 
pelled to project, since it is difficult in 
most cases to provide supportive argu- 
mentation by reference to aspects of the 
drawing alone. It is not unusual for 
subjects of limited intelligence or those 
whose intellectual function is temporarily 
impaired to reply in a negative way, as 
by, “He looks well, because he doesn’t 
look sick.” 


P13. Is that Person happy? This serves 
on occasion to facilitate expressions of 
hostility directed against the individual 
represented by the drawn Person. At 
times, also, it serves to precipitate expres- 
sion by the subject of fears or anxieties 
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which he has hitherto suppressed or par- 
tially suppressed. 


P14. What is there about him that gives 
you that impression? Most subjects find 
themselves compelled to draw upon their 
feelings concerning themselves to answer 
this question satisfactorily. The exami- 
ner must not be content to accept in ex- 
planation of an affirmative answer to 
P13, “Because he has a smijle on his face,” 
for he will wish to get at something more 
revealing than mere facial expression. 
He would continue in this instance with, 
“Yes, but what is he smiling about?” It 
is well to pursue interrogation designed 
to reveal the depth of the feeling ex- 
pressed and the degree to which that is a 
customary state. 


P15. How do you feel about that Person? 
If the subject does not understand what is 
meant by the question as it is phrased 
above, the examiner should say, ‘What 
kind of person do you suppose he is?” 
(Acknowledgement is made of the au- 
thor’s indebtedness to Dr. Karen Mach- 
over for the rephrasing of this particular 


‘question ). The examiner will attempt al- 


ways to learn the basis for the subject’s 
feelings by asking the supplementary, 
“Why ?” 


P16. Do you feel that way about most 
people? Why? Once again the attempt 
is made to see whether or not the sub- 
ject’s expressed feelings about the Per- 
son, particularly feelings that are un- 
pleasant or hostile in nature, are general- 
ized in the field of interpersonal relation- 
ships. From the subject’s reply to P16 
and the subsequent “Why ?” much can be 
learned concerning the subject’s sympathy 
and empathy. 


P17. What is the weather like in this pic- 
ture? It has been found that subjects 
are least likely to draw details indicative 
of weather condition about the Person. 
It is the more important, therefore, to 
afford the subject an opportunity to ex- 
press verbally his impression of the 
weather in his picture of a Person. While 
extremes of weather, as very hot, very 
cold, etc., would suggest unpleasantness, 
the examiner should never accept this 
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interpretation without further evidence 
therefor, for the description of such ex- 
tremes may indicate merely that the sub- 
ject is responsive, even pleasantly re- 
sponsive, to varied and intensive stimuli. 


P18. Whom does that Person remind you 
of? Why? Occasionally this question 
may bring about the first frank identifica- 
tion of the Person. On the other hand 
the individual named in reply to this ques- 
tion may actually be the 5th individual to 
be named by the subject as his Person. 
While such a marked multiplicity of iden- 
tification is rare, it is by no means un- 
common for the Person to represent at 
least two people—most commonly the 
subject himself and someone else of par- 
ticular significance to him in his environ- 
ment. The subject’s explanation of why 
the Person reminds him of someone, par- 
ticularly someone other than the indi- 
vidual first named as the Person, can be 
quite revealing. The item that led to the 
change in identification may be something 
not perceptible to the examiner. 


P19. What does that Person need most? 


Why? At times this question induces the - 


subject to employ the first person singu- 
lar pronoun for the first time in speaking 
of his Person. 

In perhaps the majority of instances 
this question produces replies restricted 
to what appear to be relatively superficial 
things, such as clothing, candy, spending 
money, etc., but the examiner must not 
simply assume superficiality in such in- 
stances. The supplementary “Why?” 
will usually suffice to indicate the level 
and intensity of the expressed need. 

When the subject verbalizes such dy- 
namic needs as peace, security, happiness, 
such needs are commonly basic and vital, 
but once again that fact must be given 
supportive evidence by the subject’s an- 
swer to supplemental interrogation. 

t 

After recording the subject's answer to 
P19, the examiner will fold the drawing 
form so that the Tree only is visible to 
the subject. 


T23. Whom does that Tree remind you 
of? Why? Concrete thinkers may ex- 
perience great difficulty seeing the Tree as 
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anything but a’pencil drawing of a Tree, 
in which case it may be necessary to con- 
tinue with, “Oh, I know it doesn’t look 
like much of anything but a Tree, but 
isn’t there something about the way it 
looks or stands there that reminds you of 
some person you know? Look at it care- 
fully.” 

In direct contrast to the concrete type 
of thinking there was the pathologically 
abstract, trance-like thinking of a neu- 
rotic individual who so convinced him- 
self that the Tree was a picture of his 
paramour that after the P-D-I was over 
and certain. aspects of the Tree which 
were obvious self-portraiture were being 
interpreted to him, he agreed wholeheart- 
edly with the interpretation and _ said, 
“Yes, that’s just like Helen. Yes, that’s 
like Helen. She’s exactly that way,” in- 
dicating his gross lack of insight. 


T24. What does that Tree need most? 
Why? Positive answers to this question 
most commonly express symbolic needs 
for affection, shelter, security, good 
health, etc. 
7 
After recording the answer to this 
question, the examiner will fold the 
drawing form so that only the House is 
seen by the subject. 


H15. Whom does that House make you 
think of ? Why? This is the most freely 
answered of the three “Whom” questions, 
and the person named is ordinarily an in- 
timate member of the subject’s family. 


H16. What does that House need most? 
Why? Again positive answers are usually 
symbolical; for example, the reply of a 
woman who was violently jealous of her 
husband who, she thought, was breaking 
up their home, “It needs a good founda- 
tion.” 


H17. To what does that chimney lead? 
The examiner will attempt to ascertain 
whether the chimney in question leads to 
a furnace, a stove (cooking or heating), 
fireplace, or what. 

Direct emphasis upon the chimney as: 
(1) by drawing great clouds of smoke 
pouring from it; (2) by meticulous out- 
lining of the chimney and/or its material ; 














or (3) by reinforcement of the chimney 
outline might imply definite preoccupa- 
tion with the male sex symbol. or definite 
conflict aroused thereby. 

Emphasis upon the chimney, however, 
has been found at times to be produced by 
preoccupation upon that to which the 
chimney leads rather than upon the 
chimney itself. To illustrate: indirect 
emphasis upon the kitchen stove might 
suggest oral eroticism, which, in turn, 
might indicate a strong need for affec- 
tion; indirect emphasis upon a central 
heating plant might connote either pleas- 
ant warmth or frank hostility in relation 
to the home situation in general (warmth 
may be unpleasant instead of pleasant, it 
is largely a matter of degree.) ; indirect 
emphasis upon a fireplace or heating 
stove in a specific room might suggest (1) 
conflict with the person customarily oc- 
cupying that room; (2) neurotic attach- 
ment to that person or some other emo- 
tion-producing situation associated with 
that person ; or (3) some emotion aroused 
by the room’s function, as bathroom, liv- 
ing room, dining room, etc. 


H18. To what does that walkway lead? 
In the majority of instances the apparent- 
ly innocuous reply, “To the road” or “To 
the sidewalk,” will be made, but the ex- 
aminer will wish to test for possible sig- 
nificance, however, by asking, “And what 
does that mean to you?” 

In certain instances, however, the sub- 
ject will say that the walkway leads to 
the House, which would suggest, in turn, 
feelings either of nostalgia or of rejec- 
tion by the occupants of the House, or 
both. In other cases the walkway will 
be said to lead to something not visible in 
the picture, and the examiner will attempt 
always to learn what that particular some- 
thing is and what significance it may have 
for the subject. 


H19. If this were a person instead of a 
tree (or a shrub, or a windmill, or any 
other object not a part of the House it- 
self), who might it be? Not infrequent- 
ly these seemingly irrelevant objects 
drawn about the House are found to rep- 
resent members of the family or persons 
with whom the subject is intimately asso- 
ciated in his daily life, and their geo- 
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graphic relationship to the House on the 
form page symbolizes the closeness or dis- 
tance of those personal relationships. 
7 
After recording the subject’s answer 
to this question, the examiner will fold 
the drawing form so that the Tree only is 
visible to the subject. 


T25. If this were a person instead of a 
bird (or another tree, or anything else 
not a part of the originally drawn Tree), 
who might it be? Once again interper- 
sonal relationships are occasionally sym- 
bolized by the drawn objects. This is 
particularly true when the subject finds 
himself compelled to draw more than one 
Tree. Several maladjusted children have 
found it necessary to draw two Trees 
(one feminine, one masculine) which, 
without hesitancy, they identified as 
mother and father, respectively. 

In some instances the character of the 
symbolized person is rather savagely 
caricatured by the animal used by the sub- 
ject to represent him. For example, a 
mildly neurotic male drew a rabbit, then 
identified it as his father whom he held 
in contempt, because the father was so 
completely dominated by the subject’s 
mother. . 

If there is some unusual branch struc- 
ture depiction, e.g., (1) only two or three 
large branches are shown (and there is 
no branch to branch, or branch to twig 
presentation), or (2) one branch is quite 
different from the other branches, the 
examiner should ask who the branch (or 
branches) might be if it were a person 
instead of a branch. 

4 ; 

After he has recorded the subject's an- 
swer to T25, the examiner will fold the 
drawing form so that the drawn Person 
is presented to the subject. 


P20. What kind of clothing does this 
Person have on? In a sense this is an- 
other “reality” question, for it may be 
found that the drawn Person who appears 
to the examiner to be nude is seen by the 
subject as fully clothed. The greater the 
disparity between the objective appear- 
ance of the drawn Person and the sub- 
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him, presumably the less effective is the 
subject’s grasp upon reality. If the Per- 
son is presented in the nude, the examiner 
should ask, “Is he (or she) cold?” 

7 

After P20 has been asked and an- 
swered, the examiner presents the sub- 
ject with the House and asks the sub- 
ject to tell what room lies behind each 
window or door of the House; to tell the 
use to which that room is usually put ; by 
whom it is customarily occupied. The 
subject is also asked to identify by loca- 
tion, use, and occupant, the room or 
rooms on the side or sides of the House 
not shown in the drawing. This may be 
most simply accomplished with persons 
of average or higher intelligence, by 
adopting the excellent suggestion made by 
Dr. Robert Hughes of Atlanta in a per- 
sonal communication to the author, that 
the subject be requested to draw a floor- 
plan for each floor of his House. This 
has the distinct advantage of affording the 
subject with an opportunity still further 
to distort reality and to express by his 
distortion his attitude toward the room’s 
use or the room’s occupant or occupants. 

7 

To conclude the P-D-I, the examiner 
will ask questions designed to ascertain 
the possible significance to the subject of 
the presence of unusual details; the ab- 
sence of usual details; and any unusual 
proportional, spatial, or positional rela- 
tionships of the drawn wholes or the parts 
thereof. 

For example, the examiner will wish 
to question the subject concerning the 
possible significance of such unusual de- 
tails as broken windows, holes in the 
roof, fallen chimney, etc., for the House ; 
and the presence of scars, broken or dead 
branches, shadows, etc., for the Tree. It 
has been found, for example, that scars 
on the Tree’s trunk, broken or damaged 
branches, almost invariably represent 
“felt scars” left by psychic traumata in 
the subject's past, and the time of occur- 
rence of the traumatic episode or episodes 
may be gauged roughly at times by as- 
suming that the trunk’s base (that por- 
tion of the trunk nearest the ground) rep- 
resents infancy; the top of the Tree, the 
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subject’s present life age; and the space 
in-between, the intervening years. To 
illustrate: if the subject were actually 30 
years of age and there was a scar on the 
trunk approximately one-third the dis- 
tance from the base of the trunk to the 
Tree’s top, a traumatic episode might be 
presumed to have occurred in the life age 
9 to 11 area. The examiner might ask, 
“What very unusual thing happened to 
you when you were about 10?” It is 
postulated that only those events the sub- 
ject himself regards as “scarring” will be 
symbolized, not necessarily events that to 
the objective observer might seem likely 
to have left permanent scars. 

The presence of shadow is believed to 
be highly significant. Shadow may be 
interpreted as representing: (1) an anx- 
iety-binding factor within the personality 
at the conscious level; (2) a factor that 
by its constant presence in or near the 
psychological present may be presumed to 
interfere with intellectual efficiency. Ex- 
istence at the conscious level is postu- 
lated, because shadows are customarily 
shown, at least in part, upon the ground, 
which, in turn, is presumed to represent 
reality. Interference with function is 
suggested by the implication of preoccu- 
pation: the shadow presumes the aware- 
ness of the existence of another and 
ordinarily not drawn element, the sun; 
this in turn, has certain qualitative sig- 
nificance. It is well for the examiner to 
seek to learn, too, on what sort of sur- 
face the shadow is being cast, as, for ex- 
ample, upon water, ground, snow, or ice. 

The examiner should attempt, also, to 
learn the possible significance of scars on 
or mutilations of the Person. ~ 

The examiner should do his best to get 
the subject to account for the absence of 
usual details, such as window, door, and 
chimney for the House; branches for the 
Tree; eyes, ears, mouth, feet, etc., for 
the Person whenever there is reason to 
suspect that the subject is not a simple 
mental deficient. 

Attempts should always be made to de- 
termine the subject’s reason for any un- 
usual positional relationships: for ex- 
ample, if the House were drawn so that 
it was tilted, or if the Tree were drawn 

















leaning toward one side, or with its trunk 
definitely twisted, or if the Person were 
drawn as if falling, the examiner would 
ask the subject to explain the possible 
cause of such leaning or twisting or fall- 
ing. As has been indicated before, right 
and left have definite temporal meaning 
(right for future ; left for past ) in the 
drawing of the Tree, and similar temporal 
meaning appears to exist for the House 
although not quite so specifically or uni- 
formly. However, these temporal rela- 
tionships have not been found to hold 
consistently for the Person; perhaps be- 
cause of the fact that the right-handed 
subject customarily draws his Person (in 
profile) with the left side of his face 
showing, and the left-handed subject or- 
dinarily draws his Person in profile with 
the right side of the face showing. 

Attempts should always be made to de- 
termine the subject’s reason for any un- 
usual position of the hands or feet of the 
drawn Person. If the Person, for. ex- 
ample, were presented in absolute profile 
(that is, with only one side showing and 
no suggestion whatever was made of the 
existence of another side), the examiner 
should ask the subject to tell: (1) the 
position of the unseen hand ; (2) what, if 
anything was in that hand; (3) what the 
drawn Person was doing with that hand. 

Obviously the Post-Drawing — Inter- 
rogation session could be expanded al- 
most indefinitely. Any great amount of 
questioning, however, beyond the formal 
64 questions and the additional interroga- 
tion suggested above may perhaps best be 
reserved for subsequent sessions. 

The examiner will find it helpful to 
draw a circle around the number of any 
question the reply to which seems to call 
for follow-up interrogation at a later 
interview. 

It has been found highly useful at times 
to permit the subject to free-associate on 
the content of the drawings and the 
P-D-I: credit is due Dr. Robert Hughes 
for stressing this possibility. 

To recapitulate, the intent of the Post- 
Drawing Interrogation session is two- 
fold: (1) to afford the subject with all 
possible opportunity to project his feel- 
ings, attitudes, needs, and so on, into his 
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description of and comments upon his 
drawings of a dwelling-place, a living or 
a once-living thing, and a living or a once- 
living human being, respectively; and 
(2) to afford the examiner with an op- 
portunity to clarify any aspect of the 
drawn wholes which was previously not 
clear to him. 


CHROMATIC DRAWINGS 


Work done by Mr. John T. Payne, 
Chief Psychologist at the Morganton 
State Hospital, Morganton, N. C., and at 
the University of Virginia Hospital, 
Charlottesville, Va., and work done by 
the author and his associates at the 
Lynchburg State Colony, indicates that 
it is well worth-while to have the subject 
draw a House, a Tree, and a Person us- 
ing wax crayons as the medium of ex- 
pression. 

Mr. Payne has devised an ingenious 
method of appraising the use of color by 
the subject which has been described very 
briefly in the Appendix of this manual 
and which he will describe in greater 
specificity in other publications. 

Two things will be noted: (1) that 
with crayons it is not possible for the sub- 
ject to erase; (2) that the subject may 
find himself compelled to employ for 
parts of the House and the Person colors 
which may seem definitely unrealistic to 
him. 

The writer feels that the following pro- 
cedure should be followed when it is de- 
cided to secure both achromatic and 
chromatic productions from a given sub- 
ject. At the first session the subject 
should be asked to use No. 2 pencil and 
the general procedure (as outlined here- 
tofore and including the P-D-I) should 
be followed. At a subsequent session the 
subject should be presented with an eight- 
color assortment (red, blue, green, .yel- 
low, orange, purple, brown, and black) of 
wax crayons, asked first to draw a House, 
then a Tree, etc., and be told that he may 
use any or all of the colors, just as he 
chooses. The standard H-T-P adminis- 
trative procedure should be followed 
(except that he cannot be told that he 
may erase as much as he wishes). After 
the drawings are completed, the usual 
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P-D-I should be given, with such addi- 
tional questions being asked as seem nec- 
essary to explain unusual color employ- 
ment." 

Whenever time permits it is recom- 
mended that chromatic as well as achro- 
matic drawings be obtained, for there 
seems no doubt that the subject’s use of 
color can contribute much to a better 
understanding of the underlying dy- 
namics. 


Group TESTING 


All other things being equal, the H-T-P 
is more useful when given individually 
than when it is given as a group test. 
However, it apparently has a definite 
place in the group test field. Its greatest 
use in this respect is as a screening device 
to identify those within a given group 
who deviate rather sharply from the av- 
erage in personality maturation and ad- 
justment. There is the definite possi- 
bility, too, that it may also be useful as 
a measure of improvement in group 
therapy, but this has not yet been ade- 
quately explored. 


Instructions. Before they begin to draw, 
the examiner will tell the subjects, that 
they will be expected to make as good 
freehand drawings as they can of a 
House, a Tree, and a Person, in that or- 
der ; that they may erase as much as they 
like without penalty ; that they may take 
as much time as they choose; that each 
should notify’the examiner as soon as he 
has completed a given whole, so that the 
examiner may record the amount of time 
consumed. 

In certain instances it will be necessary 
to set a definite time limit (preferably not 

1. Mr. Payne employs a somewhat different 


procedure of administration and post-drawing 
interrogation. 
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less than 30 minutes) and in such in- 
stances the subjects should be informed 
fully as to the time limitation before they 
begin to draw. 

The examiner will show the subjects 

the form sheets and will demonstrate to 
them the proper page of the form on 
which eachewhole is to be drawn, before 
telling them to begin. 
Recording. The examiner will record the 
time consumed by each subject in draw- 
ing each whole. While the subjects of 
the group are engaged in drawing, the 
examiner will move about as unobtru- 
sively as possible and record emotional 
manifestations, unusual detail sequences, 
and so on, whenever he can detect them. 
This obviously cannot be done as com- 
pletely or accurately as in the individual 
examination, however. 


Post-Drawing Interrogation. The ex- 
aminer will provide each subject with a 
Post-Drawing Interrogation form sheet 
and he will ask the subjects to write their 
answers to the questions printed there- 
upon through question P20. The exami- 
ner will explain that in questions H19 
and T25, the initial this in the question 
represents any irrelevant object and he 
will define what he means by irrelevant. 
He will ask each subject to draw a floor 
plan of his drawn House on a separate 
sheet of paper, to indicate by writing in 
each room its customary purpose or use, 
and whenever possible its customary oc- 
cupant and the relationship of the sub- 
ject to that occupant. 

The examiner cannot determine 
whether or not the last paragraph on page 
4 of the Post-Drawing Interrogation fold- 
der need be employed until he has a 
chance to inspect the drawings. If it is, 
he may then call the subject back for a 
brief interrogation session. 
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CHAPTER III 





After the P-D-I has been administered 
and the interview has ended, the exami- 
ner will turn to page 2 of the Scoring 
Folder, the upper portion of which con- 
tains a tabulation form on which are to 
be recorded those items of detail, pro- 
portion, and perspective employed by the 
subject in producing his House, Tree, 
and Person in accordance with the factor 
symbol assigned to each item in the 
quantitative scoring tables which con- 
clude this section. In order to facilitate 
scoring, the items listed in the tables are 
arranged in the order of details, propor- 
tion, and perspective, for the House, Tree, 
and Person, respectively. 

In any set of drawings the examiner 
may find items for which no scoring 
whatever is provided or for which some 
scoring is provided, but not scoring that 
covers the case in point; such items are 
to be evaluated from a qualitative stand- 
point only. Occasionally during the P-D-I 
a subject will add something to his draw- 
ing. If that something were added spon- 
taneously and not as a result of the inter- 
rogation, the item should be treated as if 
it had been produced during the regular 
drawing phase and should be scored 
quantitatively if the quantitative scoring 
system provides for it. If, however, the 
item were added during the P-D-I, and 
apparently as a result of the question (if; 
for example, a subject should draw the 
roots of his Tree after T15 had been 
asked, or clothing on his Person after 
P20), the item in question should be ap- 
praised from a qualitative standpoint 
only. 

In short, the examiner is to score quan- 
titatively only those items which the sub- 
ject has produced spontaneously and for 
which provision is made in the quantita- 
tive scoring tables. 

When the subject draws more than one 
House, or Tree, or Person, the examiner 


QUANTITATIVE SCORING 








will observe the following rule: if a sub- 
ject abandons a House, Tree, or Person, 
as incomplete and then draws what he 

indicates is to him a finished whole, the 

examiner will score quantitatively the in- 

dicated finished whole ; if a subject draws 

what he indicates to be a finished whole 

and then perseverates by drawing one or 

more similar wholes, or is compelled to 

draw another completed whole (or even 

several) the examiner will score quanti- 

tatively only the first completed whole. 

The others are always to be appraised 

qualitatively, however. 

It has been found that certain details 
have differential value from a standpoint 
of intellectual level only when they actu- 
ally appear in the drawings: for exam- 
ple, an elliptical face for the Person with 
the horizontal dimension the greater. Cer- 
tain details have differential value only 
when they are not shown: for example, 
window panes for the House. Some de- 
tails have no particular quantitative sig- 
nificance as far as intellectual level is con- 
cerned whether they are present or ab- 
sent: smoke coming from the chimney of 
the House is a good illustration of this 
particular point. Certain details have 
differential value only when they are con- 
sidered in relation to other details: to il- 
lustrate, a person drawn “full-face,” but 
with only one eye (and with no attempt 
on the part of the subject to account for 
the absence of the other eye). 

The proportional relationship pertain- 
ing between certain pairs of items has 
been found to have definite differential 
weight: for example, the width relation- 
ship between the face and the trunk of 
the Person drawn “full-face.” However, 
the proportional relationship existing be- 
tween certain other pairs of items appar- 
ently has no real quantitative significance 
(the area of the chimney when compared 
with the area of the roof, for example, 
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unless the former should be greater than 
the latter: this depiction has not yet been 
seen. The “area” of the chimney in 
this particular instance is construed to be 
the area of that portion of the chimney 
shown above the baseline of the roof. 
Poor proportional relationship is more 
easily and accurately evaluated than good 
proportional relationship and appears usu- 
ally to be of greater differential value. 

Certain perspective “good” points, such 
as motion in the Person, and certain per- 
spective “flaw” points (the attachment of 
the arms of the Person to the Person’s 
head for instance) have high quantitative 
differential value. 

In constructing this relatively objective 
quantitative scoring system, it was found 
very difficult to divorce the measurement 
of what might be called “architectural 
artistry,” which may be presumed to be a 
highly specialized and rather especific 
ability, from the appraisal of good pro- 
portional relationships. 

It has been found that there is a pro- 
gressive increase in the number and 
quality of details presented as one goes 
from the drawings of subjects of the im- 
becile level to those of the superior level. 
There seems to be an equally progressive 
increase in the recognition of the element 
of proportion from the moron level up- 
ward. The matter of perspective be- 
comes of differential value at the moron 
level in a negative sort of way (that is, 
by a slow diminution of the number of 
perspective “flaw” points), but from the 
dull average level through the superior 
level there is an ever increasing employ- 
ment of “good” perspective points. 


ScorR1ING INSTRUCTIONS 


In order to’ familiarize himself with 
just what is meant by the descriptive mat- 
ter in the quantitative scoring tables, the 
examiner will do well to inspect carefully 
the plates containing the drawings illus- 
trating the quantitative scoring points 
specifically (not every possible scoring 
point has been illustrated in these plates, 
but the great majority seem to have been 
covered, and a careful study of them and 
of the illustrative cases should make 


quantitative scoring a much simpler an 
easier task). 

Wherever a scoring item has subheads 
designated by Arabic numerals, only on 
subhead is to be scored, for subheads so 
designated are presumed to be mutually 
exclusive ; wherever the scoring item has 
subheads that are designated by Roman 
numerals, however, any or all of the sub- 
heads so designated may be scored when 
they are present in the drawings. 

To give a brief illustration of what is 
involved in the quantitative scoring of a 
set of drawings let us assume that in part 
the examiner is engaged in scoring a 
House that has a trapezoidal roof (the 
material of which is not indicated in any 
way); a chimney (the material of which 
is indicated by careful outlining of the 
bricks) with smoke pouring from it. 

The examiner will enter a “1” in the 
box immediately to the right of the fac- 
tor symbol A2 in the vertical column 
headed Det. (for details) to credit the 
drawing of a trapezoidal roof, and an- 
other “1” in the box immediately to the 
right of the factor symbol S1 to give 
credit for the showing of chimney mate- 
rial. There will be no scoring for omis- 
sion of roof material, however (for only 
its presentation has differential value), no 
credit for presenting a chimney, since 
only the absence of a chimney has differ- 
ential weight, and no credit for drawing 
smoke, because it was found that chimney 
smoke was drawn by 40% of the stand- 
ardization subjects of the moron group, 
and by 35% of the subjects of the above 
average group, but by varying lesser per- 
centage of the subjects of the other 
proups. 

The examiner in his scoring will then 
go on through the scoring tables, item by 
item, scoring only those items which the 
subject has presented spontaneously and 
for which scoring is provided, and those 
items omitted by the subject and for the 
omission of which scoring is provided. 

After he has entered all scorable items 
for the House, the examiner will total 
the raw D, A, and S scores in the vertical 
columns and the D3, D2, D1, Al, A2, A3, 
S1, and S2 scores on the horizontal lines ; 
and he will later do the same for the 
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Tree and the Person, in turn. This done, 
he will enter the grand total for the hori- 
zontal rows in the vertical column headed 
Grand Total Raw and he will follow this 
by compiling the grand total weighted 
score in the last vertical column to the 
right. This last is done by multiplying 
the grand total raw D3 score by five, the 
D2 by three, and the D1 by one; the sum 
of these equals the weighted flaw score. 
The examiner will then multiply the 
grand total raw Al score by one, the A2 
score by two, the A3 score by three, the 
S1 score by four, and the S2 score by 
five, and the sum of those constitutes the 
weighted good score. 

The examiner will then (1) enter in 
the appropriate space on the tabulation 
sheet the subject’s raw D, raw A, and 
raw S scores; (2) calculate the per- 
centage of raw G by dividing the sum of 
the raw A score and the raw S score by 
the sum of the raw D, A, and §S scores; 
(3) enter the weighted “good” and the 
weighted “flaw” scores in the appropriate 
space; (4) compute the net weighted 
score by subtracting the weighted flaw 
score from the weighted good score (at 
times the result will be a negative figure 
of course); (5) refer to table 4, and de- 
rive an IQ figure for the percentage of 
raw G score, the net weighted score, the 
weighted “good” score, the weighted 
“flaw” score, respectively. 

After he has done this, the examiner 
will make use of the Means Table of the 
tabulation sheet. He will enter a check 
in the box which most closely approxi- 
mates the subject’s grand total raw score 
for each of the various factor levels. In 
this Means section a plus sign following 
a number indicates that the average sub- 
ject of that specific intellectual and fac- 
tor level produced a fraction more than 
the whole number given, but not a suffi- 
cient amount to justify the use of the 
next higher whole number ; a minus sign 
following the figure indicates that the 
average subject at that particular intel- 
lectual and factor level scored slightly less 
than the whele number indicated in the 
box in question, but not sufficiently less 
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to justify the use of the next lower whole 
number. 

Let us refer once again to the case of 
Mr. N., the first illustrative case: Mr. 
N’s grand total raw scores were as fol- 
lows: No D3’s, two D2’s, five D1’s (a 
total of seven D’s); seven Al’s, twelve 
A2’s, eleven A3’s (a total of thirty A’s) ; 
ten Sl’s and three S2’s (a total of thir- 
teen S factors). To enter these upon the 
Means table one would place an X in the 
average column for the D3 line, an X on 
the line between dull average and average 
for the D2, and an X on the bar between 
average and above average for the D1 
(the lowest intellectual level for the D3 
was selected even though average, above 
average, and superior subjects all, as a 
rule, show no D3 factors, because Mr. 
N’s D2 and D1 scores indicated less than 
above average function in the “flaw” 
area). 

The examiner will place an X in the 
superior column for the Al score; an X 
in the above average column for A2, and 
an X in the superior column for A3. The 
X for the Al score is placed in the su- 
perior column rather than in the moron 
column, because it is indicated by the 
High A2 and A3 scores, in this particular 
instance, that the lessened frequency of 
the presentation of Al factors represents 
a superior rather than a deficient function 
(examination of the Means Tables will 
reveal that there is a rapid tapering off 
of Al’s from the dull average \evel up- 
ward; that those factors are replaced by 
A2, A3, and S$ factors). 

For the Sl factors the examiner will 
enter an X in the box in the superior 
column and do likewise for the S2, plac- 
ing the letter X to the right of the box 
in the latter case to indicate that some- 
what better than superior presentation of 
S2 factors is present. 

And finally the examiner will record 
Mr. N’s raw D, A, and S scores on the 
Means Tables, by placing an X on the 
line between average and above average 
for his total D score, and X’s in the su- 
perior column to represent his total A and 
S scores. 
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(3) 


(4) 


(5) 


(6) 


101: 


102: 


103: 


105: 


JOHN N. BUCK 





QUANTITATIVE SCORING POINTS 


House 
Details 


: Roof: 


Dek DOE OE cc cchbaosituesss 
One 1-dimensional roof. ............ 
Note.—If the subject draws a multi- 
storied building and calls it an apart- 
ment house, the score should be A2 as 
in 100 (4). The score should be A2 
also if the subject has drawn a House 
of the “ultra-modern” type with a flat 
roof. 

One 2-dimensional roof, inverted-V 
(triangular) in shape ............... 
Note—The subject need not draw a 
baseline to the inverted-V to secure 
an Al credit. 

One 2-dimensional roof, rectangular, 
semi-elliptical, or trapezoidal in shape 
(breadth greater than height) 
Two 2-dimensional roofs, both rec- 
tangular, e.g., the roof of the main 
portion of the House and an extend- 
ing wing of that House 
Two (or more) 2-dimensional roofs, 
one or more rectangular and one an 
inverted-V (triangular), or two 
trapezoidal. One roof must be over 
an end wall, the other over a side 
WE eee ee adek tate n weths ts 
Note—lf 2 end walls and a side wall 
are shown simultaneously do not 
score item 100 at all, regardless of the 
roof types. 

Roof Material indicated in any rec- 
ognizable way (as by shading, block- 
ing, diagonal lines, etc.)—not all the 
material need be shown 
Chimney: No chimney shown ...... 
Note—If the subject indicates that 
his House is located in a section of 
the country in which central heat, or 
stove heat, or fireplace heat is not 
needed, do not score here. 

Chimney Material shown in any rec- 
ognizable way, as by outlining of in- 
dividual bricks, shading, etc—not all 


| 


the material need be shown ......... 
Wall: 

ING SO i ais i eins ca ks 
No baseline shown for wall ........ 


Note—Do not so score if the bottom 
of the page is used as a baseline. 
Two walls shown: the main portion 
of the House and an extending wing 
or side; or a side and an end of the 
PUNE i bs 4 snk bao tenon eie been 
Note——Do not score if a sidewall and 
two endwalls are shown simultane- 
ously. 

Wall Material shown in any recog- 
nizable way and either completely or 
NIE sinc £5 uk wns Ce baa oan ia 
Note.—When in doubt as to subject’s 
intent, ask. 


D3 
D2 


Al 


A3 


Sl 


Sl 


D3 
D2 


A3 


106: 
(1) 


107: 
(1) 
(2) 


109: 


110: 


111: 
(1) 


(2) 


(2) 


113: 
(1) 
(2) 
(3) 


114: 


Door: 

ae ee oe, 
Note.—If the subject has presented a 
one-walled House and no door, the 
examiner should ask the subject 
whether he has presented the front or 
the side wall of his House; if he says, 
“Front,” or, “Back,” the item will be 
scored D3; if he says, “Side,” do not 
score at all. For any House showing 
both an end wall and a side wall, but 
no door, the score will always be D3. 
A door shown with a window, or 
panels, or both 
Window: 

No window shown ................. 
More than two windows shown (an 
opening in a door is not to be con- 
sidered a window) ..............:.. 


ee 


: Window Panes: No window panes 


shown in any way (no mid-window 
cross-bar, no rectangular subdivision, 
no shading—to indicate light on a 
glass surface—etc.) 


ee 


Window Curtains shown in any rec- 
ognizable way 


ey 


Window Shades shown in any rec- 
RNS WRN 5k vas dcndic bsg eens 
Note—The examiner must not as- 
sume that the mid-window cross-bar 
is the lower edge of a shade. 


Porch: 

Porch shown, but without pillars or 
SL RGAE DET SP ERE TE REDE. SS RIT 
Porch with pillars and/or railings... 
Note—To be scored as a “Porch,” 
the delineated area outside the door 
must be at least twice as wide as the 
door itself, if the Porch is on the 
front of the House; and it must be at 
least three times the width of a step 
if shown at the end of the House. 


Steps: 
Ladder-like steps (no depth to step 
Speed AY 5 hi SS 2 Sew 
Two-dimensional step or steps (3- 
dimensional effect) 


ee 


Stories: 

One and a half stories .............. 
‘Lwo-story. PROUNE oo i cok 6 cee ses 
House with more than 2 stories .... 
Note—The scoring here is to be 
based on what was actually drawn; 
not what the subject says he drew. 
Note.—The attic of a House is not to 
be construed as a half- or full-story 
unless the subject states that it is oc- 
cupied by some person. 


Walkway from door of House 
Note—To avoid confusing a set of 
steps with a walkway, the examiner 
should always ask the subject what he 
intended to present. 


ee eee 


A2 


$2 


D1 
Sl 


A2 
A2 
$2 


Sl 
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115: 






116: 










118: 



















II. 












120: 
(1) 








(2) 














(3) 








(4) 

















Shrubbery shown beside the House or 
bordering the walkway to the House. 
Note—This is not to be scored for 


trees. 
Facings of door, window, or windows 
shown 


S2 


Sl 


ee 


Proportion 


: Roof to Wall: Obvious malproportion 


of the roof to the wall over which it is 
drawn (that is, the roof definitely 
larger in area than the wall) 


Chimney one-dimensional, oval, tri- 
angular, or any other unconventional 
shape 
Note.—It was found to be impossible 
to establish criteria for a well-pro- 
portioned chimney on the basis of a 
height to width ratio since a satisfac- 
tory chimney might conceivably range 
all the way from a simple, tubular 
iron stove-pipe to a full-length, elab- 
orate stone affair. 


Wall: 
Wall not rectangular in shape 
Note—To be scored for each wall 
that is not rectangular, but the exami- 
ner must not score this merely be- 
cause the subject, through inability 
to draw, has been unable to make pre- 
cisely right-angled corners. 

(a) Primary wall height greater 
than breadth, or primary wall 
approximately square .......... 

Note——By “primary” wall is meant 

the larger wall, if the presentation is 

front and a wing or wings; the wall 
most nearly facing the viewer, if the 
presentation is end and side. 

(b) Primary wall breadth 
MN SIE vg a ss care ce ees ee 


Door: 

A door whose area is greater than 
one-third the area of the wall in 
which it appears 
One-dimensional door (a door repre- 
sented by a single vertical line) or a 
door the lower portion of which is not 
rectangular in shape 
Note.—Before scoring this, the ex- 
aminer must make certain by post- 
drawing interrogation, that the sub- 
ject did not intend this to represent 
an open 2-dimensional door. 
“Miniscule” door: a door that is ob- 
viously far too tiny for the wall in 
which it is drawn; much smaller in 
area, for example, than an ordinary 
single window of the same story and 
Oe ea 
Door too small for wall in which 
drawn, but not miniscule: for exam- 
ple, a door whose height is less than 
that of a window in the same story 
of the same wall 
Note: Window's height means the 
vertical dimension of the window it- 


D2 


D2 


ee 


D3 


Al 


greater 
A2 


D3 


ee 


D2 
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self; not the distance from the ground 
to the top of the window. 

Window: 

Malproportion (as to size) between 
windows of the same type in the same 
story of the same wall 
Note.—In case of any doubt, the ex- 
aminer should question the subject as 
to what type his odd-sized window is 
supposed to be: the conventional small 
bathroom window or the stair-land- 
ing window, for example, must not 
be scored D2. Slight differences that 
appear to be due to poor drawing 
ability only are not to be penalized. 


D2 


ee eo) 


. Window, except attic or stairway, of 


— shape except square or rectangu- 
ar 
Note.—Glass in, about, or over doors 
is not to be construed as a “window.” 
Window too small or too large for 
the wall in which it appears 
Note.—This is to be scored D1 for 
each story of each wall in which the 
too small or too large window or 
windows appear—not D1 for each 
window of the same story and wall— 
and the item is to be scored most 
leniently (only gross malproportion 
merits such a score). 

Porch broader than the wall to which 
it is attached, but not continued along 
a sidewall or endwall (in short, not 


L-shaped ) 


D2 


| 


D1 


D1 


ee 


Perspective 
Roof; 
“Double perspective” (three roof sec- 
tions shown simultaneously) : two in- 
verted-V (triangular) roofs and one 
rectangular or trapezoidal roof; in 
short, the roofs over a sidewall and 
both endwalls are shown actually, or 
in effect, and simultaneously 
Note.—Score D1, too, if but one roof 
is drawn when both an end and a side- 
wall or two endwalls and a sidewall 
are presented. 
“Roof-walling”: the lines of an in- 
verted-V roof brought down to the 
baseline of the House without alter- 
ing the. angular relationship of the 
lines, so that the roof, in effect, is 
functioning as a wall also 


Roof Transparency: a roof that per- 
mits objects within the House or the 
rear wall of the House to be seen, for 
example (skylights are to be ex- 
cepted, of course) 
Note.—This is not to be scored if the 
subject has made a definite attempt 
to draw roof material, as by lining, 
shading, etc., even though the viewer 
can still “see through” part of the 
roof, 


Chimney: 


Di 


D2 


ee) 


. “Roof-angled” chimney: A chimney 


whose vertical axis is not parallel 
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II. 


126: 


127: 
(1) 


-_~ 
tr 
~ 


128: 


Il. 


Il. 


Ill. 


Il. 


Ill. 


. Window 
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with the vertical axis of the House 
itself (most frequently seen with an 
inverted-V roof) 
(a) Chimney malplaced: as suspend- 
ed over roof of House 
(b) Chimney malplaced: as project- 
ing through the eaves of the roof di- 
rectly over the front door, or as di- 
rectly above windows of the first and 
second stories sharing a common ver- 
tical axis 


ee 


Chimney Transparency: part of the 
roof, or the wall, or both, or anything 
else, seen through the chimney 
Note—Do not score if the subject 
has made any recognizable attempt 
to indicate the presence of chimney 
material. 


Wall: 

“Double perspective”: the sidewall 
and both endwalls presented simul- 
taneously 
Satisfactory wall-corner angulation at 
the junction of the endwall and the 
sidewall 
Note—Do not score this Sl when 
“double perspective” is shown. 


Wall Transparency: 


ee 


ee 


. Wall transparency: objects within the 


House, or other walls, seen through 
WE ee Ciera eee eh kek cee ean eee 
Wall material transparency: a log— 
for example—that is continued across 
a window, without the subject’s notic- 
ing that there is anything incongruous 
about such continuation 


: Door: 
. Door “roof-topped” : 


a door that has 
the lower roof line of the House— 
the “eaves’ line,” that is—as its upper 
RE Se a ik aa 
Door “wall-sided”: a door that has a 
wall’s vertical end-line as one of its 
lateral margins 
Door malplaced: a door, for example, 
that is unnaturally far above the 
groundline, and has no steps leading 
up to it (score leniently) 


Window: 


ee 


“roof-topped”: a window 
that has the lower or upper roofline 
of the House for its upper margin .. 
Window “wall-sided”: a window that 
has a wall’s vertical endline for one 
of its lateral margins .............. 
Note—Do not score if subject says 
the House is an ultra-modern one 
with windows that occupy a corner of 
a wall. 

Window (or windows) malplaced 
in wall or roof. For example: two 
windows of the same type in the same 
story of the same wall, but not in the 
same horizontal plane ............. 
Note—Score (for each  subhead) 
once for each story of each wall so 
affected, 


D2 
D2 


D1 


D1 


D1 


Sl 


D2 


D2 


D3 


D3 


D1 


cic oe 


D2 


131: 
I. 


II. 


Ill. 
132: 


Porch: 
Porch one-dimensional in effect; in- 
dicated, for example, by vertical pil- 
lars drawn as if flat against the 
House, with no attempt made to in- 
dicate depths as by a porch floor .. 
Transparency of porch pillar ........ 
Note.—A D1 is to be scored for each 
porch pillar exhibiting a transpar- 
ency. 

Transparency of porch roof 


Steps: 


I. Steps shown in different plane from 


Il. 


133: 


134: 
. House “paper-chopped” (the lateral 


IT. 


Ill. 


IV. 


that of the House 
Steps malplaced (attached to the 
House at a point where there is no 
means of entrance, or where there is 
no porch, or attached to the House 
definitely below a door’s sill) 


ee ey 


seen eee 


Stories: House definitely not of the 
number of stories stated by the sub- 
ject in his response to post-drawing 
interrogation 


Placement of the House on the Page: 


es 


margin of the page in effect chops off 
a portion of the wall of the House; 
does not serve—as in the following 
item—as the lateral margin of a 
WAS ccdcccideuiuset tag nG ube nak 
House “paper-sided” (the lateral 
margin of the page serves as the ver- 


tical end-line of a wall of the 
WONG cece pees ee hc ce isn ss wees 
House “paper-based” (the bottom 


margin of the page serves as the base- 
line of the House) 
Note.—The baseline of a House is the 
line, or its equivalent, indicating the 
point at which the base of the wall of 
the house makes contact with the 
ground. 

Vertical disparity less than one inch. . 
Note—By . “vertical disparity” is 
meant the difference between (a) the 
distance from the top margin of the 
page and the uppermost point of the 
House’s roof (not the chimney) and 
(b) the distance from the bottom 
margin of the page to the point of the 
House’s baseline nearest the bottom 
of the page. 

Note——Do not score this item if the 
subject has turned the form page so 
that the long axis of the page as first 
presented no longer pertains. 


ee 


TREE 


Details 


Trunk one-dimensional (a_ trunk 
consisting of a single vertical line 
only ) 


ee | 


: Bark shown on the trunk in any rec- 


ognizable way and either partially or 
completely. This is not to be cred- 
ited if the trunk is one-dimensional . . 





Di 


D1 


D1 


D3 


D1 


D1 


A3 


Sl 
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: Roots: Two-dimensional roots shown 
by actual and irregular taper into the 
ground 

: Baseline: 

No baseline at all shown (even for 
the trunk itself), and the trunk not 
“paper-based” 

Baseline consisting of a continuation 
of the lines forming the sides of the 
trunk into horizontal lines extending 
laterally away from each other; or 
Tree “paper-based’ 


Baseline shown for trunk only (base 


of trunk closed); or Tree “boxed” 
(as potted plant, or as Christmas 
Tree on a wooden base); or Tree 
drawn as if suspended in midair with 
SEES OOO DL OE 
Note—Do not credit for a one-di- 
mensional trunk. 

Baseline for trunk and beyond. This 
may consist of (1) a line that crosses 
the trunk at its base and extends to- 
ward the lateral edges of the page 
on either side; (2) a short line clos- 
ing the trunk at its base and another 
longer line indicating a groundline 
(this is to be scored as “by implica- 
tion” if there is shading about the 
Tree at or near its base) ; (3) a defi- 
nite attempt to draw grass has been 
made; (4) a long line in front of or 
behind the Tree to indicate ground 
(even though the base of the trunk 
of the Tree itself is not actually 
closed) 


: Branches: 
No branches shown at. all, 
specifically or by implication 
One-dimensional branches 
Two-dimensional branches 
drawn out 

Two-dimensional branches 


either 


actually 


Two-dimensional branches indicated 
by shaded implication (as in No. 4 
but with the figure at least partly 
shaded in) 

Note—lf 2 or more types of branch 
depiction are employed, credit subject 
with the factor rating for the method 
last used. 

: Branch System: 

No branch system shown at all. For 
a branch system to be scored there 
must be more than branches radiating 
trom a trunk; there must be a branch- 
from-branch radiation too 

Branch system wholly one-dimen- 


A2 


indicated 

by unshaded implication (as by an 
oval, circular, or deltoid figure having 
only a perimeter line) .............. J 


sional, or wholly two-dimensional .. : 


Actual 2-dimensional branches taper- 
ing into 1-dimensional twigs 

Branch System shown by unshaded 
implication (as by an oval, circular, 
or deltoid figure having a perimeter 
line only) 


(5) 


’ The blank or shaded figure 


Branch system shown by shaded im- 
plication (as in No. 4 but with the 
figure at least partly shaded in) . 
Note—lIf two or more types of 
branch systems are employed, credit 
subject with the factor rating for the 
method /ast used. 

Foliage: 

No foliage provided either actually, 
by implication, or by verbal designa- 
tion 

Actual 2-dimensional or actual acicu- 
lar leaves drawn (to be scored if 
even one 2-dimensional leaf-bud is 
drawn) 

Foliage provided by unshaded im- 
plication. (The branch system and 
foliage are indicated by an oval, cir- 
cular, or deltoid figure having a 
perimeter line only) 

Provision for foliage by verbal desig- 
nation 

Note.—The subject may provide by 
“verbal designation” for foliage on a 
deciduous Tree drawn leaf-bare by 
saying, “That’s a dead Tree,” or “It’s 
winter now,” spontaneously prior to 
the P. D. I. question “Is that Tree 
alive?” or in response thereto. 
Foliage provided by shaded implica- 
tion (as in No. 3 but with definite 
shading, which, however, need not be 
completed ) 

Note.—If two or more methods of 
presenting foliage are employed, 
credit subject with factor rating for 
method /ast used. 


Branch System Baseline not shown. 
(oval, 
deltoid, or circular) that implies the 
presence of a branch system is not 
closed (across the trunk) at its 
base 

Note.—If the branch system is one- 
dimensional, two-dimensional, or two- 
dimensional and one-dimensional, this 
point is never scored. 


Grass shown at the base of the Tree 
in any recognizable way. If the ex- 
aminer is in doubt, he must question 
the subject 


Proportion 
Trunk: 


Girth of the trunk greater elsewhere 


than at its base 


. Two-dimensional trunk with height at 


least twice the girth and the girth 
never greater than at the base of the 
trunk 

Note.—Where the trunk is drawn as 
covered by a shaded branch system, 
or as covered in effect by an unshaded 
branch system, score as A2. 


: Branch: 


I. Girth of ‘a 2-dimensional branch 


greater elsewhere than at the point 
of its junction with the trunk 
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II. 


Ill. 


211: 


Il. 


212: 
(1) 


(2) 
(3) 


213: 


214: 


215: 


(3) 
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Length of a 2-dimensional branch less 
than its girth 
Note.—Item II is not to be scored if 
the subject remarks that the branch 
has been cut off. 

Girth of a 2-dimensional 
greater than the trunk’s girth 


Branch System: 

The width of the branch system at its 

widest point not greater in dimension 

than the full height of the Tree ...... 

Note——Do not score if Tree “paper- 

chopped” or “paper-sided.” 

(a) Any two-dimensional branches 
with a one dimensional trunk .. 

(b) All branches one-dimensional 
with a two-dimensional trunk .. 


Actual Height of Tree Drawn: 
Height of drawn Tree less than 1% 
inches 
Height of drawn Tree greater than 
7% inches 
Height of drawn Tree between 1% 
ngel F He OME edi <ows po ein ARR 
Note—By “actual height” is meant, 
the distance from the tip of the Tree 
to that portion of the trunk’s base 
nearest the page’s base (this does 
not include root structure). 
Note.—These scores hold only if the 
standard 8% x 7” H-T-P form sheet 
is used. 


ee ey 


branch 


eee eee 


ee 


ee 


Perspective 


Roots shown below the ground line, 
either “in effect” (as by ground line 
transparency), or as if the Tree were 
somehow miraculously suspended in 
midair without any ground line at 
NAS ER GES 0 5 ORR Nao baad ORCS 


Baseline: A Tree that has no trunk 
baseline and no branch system base- 
line; a Tree that is actually two 1- 
dimensional Trees, since the trunk 
does not actually unite at any point .. 


Branch Attachment: 

Branch attachment to trunk or other 
branch segmental (as if both units 
were drawn separately, then attached 
without either becoming af integral 
part of the other) 
Note.—One-dimensional branches are 
always to be construed as segmentally 
attached to a trunk or to each other. 
Branch-trunk or branch-branch at- 
tachment “fluid” in some instances, 
but not throughout Tree (as by impli- 
cation and without a branch system 
CE on cc... pac hance Meee 
Complete fluidity of branch-trunk 
and branch-branch attachment either 
by actuality or by implication (shaded 
or unshaded) 


: Placement of the Tree on the Page: 
. Tree “paper-chopped” 


: any margin of 
the page in effect chops off any part 
of the Tree except its base: that is, it 


D2 
D1 


D1 
Al 


D2 


Al 


A2 


A3 


Il. 


III. 


IV. 


II. 


301: 


(1) 
(2) 


(3) 
(4) 


is obvious that the part of the Tree 
“cut” by the page’s margin extends 
puet. Wt We os roe c. 
Tree “paper-topped”: the uppermost 
part (or parts) of the Tree extends 
to the page’s upper margin, or lateral 
margins, but does not seem to extend 
beyond the margin or margins ...... 
Tree “paper-sided”: a lateral margin 
of the Tree extends to the page’s 
lateral margin—or lateral margins, 
but does not seem to extend beyond 
the margin or margins ............. 
Tree “paper-based”: the bottom mar- 
gin of the page serves as a baseline 
jor the Trees tretik ... 05 06566005. 


. Vertical Disparity 


(a) 2% inches or more 
(b) 1% inches to less than 2% inches 
(c) Less than 1% inches ........... 
Note—By “vertical disparity” is 
meant the difference betwen the dis- 
tance from the top margin of the page 
and the uppermost point of the Tree 
and the distance from the bottom 
margin of the page to the point of the 
trunk’s base (not the roots) ‘nearest 
the page’s bottom. 

Note.—Do not score this item if the 
subject has turned the form page so 
that the long axis of the page as first 
presented no longer pertains. 


Type of Tree: Tree clearly of an- 
other type than that specified by the 


D2 


D1 


D1 


D1 


D1 
Al 
A3 


subject in post-drawing interrogation D1 


Type as here used means only ever- 
green or non-evergreen and is not to 
be construed to mean specific sub- 
species as, for example, maple. 


PERSON 
Details 


>. Byes: 


(a) Eyes not shown ............... 
(b) Incorrect number of eyes (as 2 
with head in full profile or 1 with 
DOR Mh TUREAROE) ois od esa sis cds: 
(a) Eyes shown by dots, hollow cir- 
cles, ovals, squares, or horizontal lines 
(with only one line needed for each 
eye) 
(b) Eyes shown with 2 dicesnicnnl 
socket, and the pupils indicated by 
dots or circles (or, as by implication, 
with the eyes hidden by a hand) ... 
Note.—Do not score at all if the head 
is drawn so that only its back can be 
seen. 

Nose: 

Nose: not. Showm.. 0.045 6c. ce cna cas. 
Nose shown by a single, straight ver- 
tical line or a single dot (with the 
head drawn full-face) .............. 
Nose shown as a triangle, an oval, a 
square, or a circle .................. 
Nose shown (in full-face) by two 
dots, circles, or ellipses, or 2 un- 


ar 
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joined vertical lines; by a < (in pro- 
file) 

Nose shown as conventionally two- 
dimensional (as by two vertical, 
parallel lines joined at the bottom, or 
one vertical line curving at its lower 
end) 

Definite “flaring” of nostrils in a con- 
ventional 2-dimensional nose 
Note.—Do not score at all if the head 
is drawn so that only its back can be 
seen. 


2: Mouth: 


Mouth not shown 

One-dimensional mouth | (one 
horizontal line only : reshading is con- 
strued as implying 2-dimensional in- 
tent and is not to be scored D1). .... 


: Chin: 


Indicated in full-face by distinct and 
careful lineation. The chin must be 
clearly defined for credit to be given 
here 

Note—tThis item is not to be scored 
leniently. 

Chin indicated clearly with head in 
profile 

Mandibular line shown with the head 
in profile: that is, the “jaw line” is 
continued horizontally or obliquely 
toward the back of the head and is 
more than a mere continuation of the 
chin-into-neck line 


Ears: 

Ears not shown 

Note: Do not score here if the Person 
drawn is a female and the hair on 
her head is so drawn that the ears— 
even if presented—could not be seen 
because of the hair. 

Ear convolutions shown clearly (a 
simple dot or circle will uot suffice) .. 


: Hatr: 


No hair shown anywhere on the head 
or face 

Note.—Don’t score if position of hat 
may be presumed to hide the hair. 
Hair shown in more than one place on 
the head, as by eyebrows (or eye- 
lashes) and hair on top of the head, 
or by eyebrows and mustache, or by 
roe ft other combination involving the 


Note—lIf the person is drawn full- 
face both eyebrows must be shown for 
A2 credit. 


: Neck: 


No neck shown 

Note——Do not score if the neck is 
wrapped in a scarf, for instance. 
One-dimensional neck 
Two-dimensional neck 


: Trunk: 


No trunk shown 
One-dimensional 
“stick-man” ) 


trunk 


Al 


(3) 
(4) 


308 : 
(1) 


Two-dimensional trunk (circular, 
oval, triangular, or box-like in shape) 
Two-dimensional trunk of conven- 
tional shape 

Shoulders: 

No shoulders shown (or trunk is 1- 
dimensional, circular, oval, triangular, 
or box-like in shape) 

Shoulders drawn (in full-face presen- 
tation credit only if both are drawn) 
Note——To be credited only when 
there is an obvious rounding from the 
horizontal downward into the perpen- 
dicular (for the lateral margin of the 
trunk) in full or partial full-face pre- 
sentation; in profile presentation the 
uppermost margin of the arm must 
approximate the base of the neck line. 


: Arms: 


No arms shown 

Incorrect number of arms shown 
whether 1-dimensional or 2-dimen- 
sional, and presence of one arm only 
= verbally and logically accounted 
or 

Note—Only one arm need be shown 
if the Person is presented in profile, 
of course. 

One-dimensional arms 


Hands: 

Mitten-like,  bar-like, 
hands without fingers 
Mitten, bar-like, or circular hands 
with one-dimensional fingers 
Two-dimensional wrist clearly shown 
by the width of the forearm at the 
wrist end being narrower than at the 
elbow and then widening towards the 
fingers, or a joint indicated by a 
change in direction of the long axis 
of a 2-dimensional forearm at the ap- 
propriate point 

Note.—Score A3 if the subject draws 
his Person so that the Person has his 
hands in his pockets, or has his hands 
behind his back, for example. The 
examiner should ask (in case of 
doubt) if the hand is gloved. 


or circular 


: Fingers: 


No fingers shown 

One-dimensional fingers, but an im- 
proper number shown (as six, for in- 
stance) 

One-dimensional fingers of proper 
number shown actually or by implica- 
tion (as with the hand partly in a 
pocket ) 

Two-dimensional fingers shown, but 
in improper number 

Note.—-To be scored 2-dimensional, 
the length of the finger must exceed 


its breadth. 

Two-dimensional fingers shown in 
proper number. This is to be credited 
if the hand is drawn at such an 
angle that all fingers cannot be seen, 
but the finger (or fingers) visible is 
2-dimensional 
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Note.—Score A2 if the Person is 
drawn with the hands in pockets o- 
a muff, or with hands behind the 
back, etc. 

Thumb shown as distinct from the 
other fingers 
Note.—Credit if a straight line drawn 
across the proximal ends of the other 
four fingers will pass distally to the 
proximal end of the supposed thumb. 
Do not score if such a line intersects 
thumb’s proximal end or passes proxi- 
mally to it. 


Elbows: Elbow joint indicated clear- 
ly either by flexion of a 2-dimensional 
arm (and the whole arm must be 
more than a single ellipse) at the 
proper point or by careful outlining of 
the joint, if the arm is not flexed .... 


Legs: 

No legs shown 
Incorrect number of legs whether one- 
or two-dimensional and absence of a 
leg not logically accounted for ver- 
bally 
Note.—One leg suffices if the Per- 
son is drawn in full profile, of course. 
One-dimensional legs 


Knee Joint presented either by actual 
flexion of the leg at the proper point 
or by a recognizable outlining of the 
joint 
Note.——Do not credit for one-dimen- 
sional leg. 

Feet: 

Wo: Gaek SON: inks vccweed eee 
Note—Do not score if toes are 
shown, even though they merely pro- 
ject from the leg. 

One-dimensional feet, or 2-dimension- 
al feet with incorrect number of 
toes 
Golf-club-head, oval, or square feet 
without heel 
Heel clearly shown if foot drawn in 
profile, or the correct number of 2- 
dimensional toes shown (or shoe 
clearly outlined) if foot drawn point- 
ing anteriorly 
Note.—Score Al if the feet are hid- 
den by a long evening gown, or, for 
example, by a table at which the Per- 
son is sitting. 


Clothing: 
No clothing shown at all, and no 
sexual organs drawn to indicate that 
presentation in the nude was intended 
Clothing suggested (as by shading; 
by a bottom trouser—or a bottom 
dress-line; by a belt, by a hat, or by 
a row of buttons), but neither the 
trousers nor the dress is satisfactorily 
outlined throughout ................ 
Minimum conventional clothing 
shown (trousers for a male; dress for 
a female) and/or more complete 
clothing suggested 
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319: 
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(2) 
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(4) 


Person either nude with sexual organs 
drawn, or well clad; there must be a 
coat or a shirt and trousers, and shoes 
for the male; a dress and shoes for 
the female; (the shoe, incidentally, 
must be fully outlined, unless hidden 
as by a dress of floor-sweeping 
ROUT os eek Suse sey RG Ses: 
Note.—The unclad Person drawn in 
profile may be presumed, in certain 
instances (as with the back partly 
turned toward the viewer), to have 
adequate sexual characteristics by im- 
plication—but before allowing credit 
the examiner should satisfy himself 
as to the subject’s intent; in full-face 
presentation all sexual organs must 
either be drawn or be concealed by 
other parts of the body. 


Additional Details such as a cane, a 
basket, a pair of roller skates ...... 
Note.—The essential thing is that the 
object be relevant to and “tie-in” 
with whatever the Person drawn may 
be (sword for soldier, for instance), 
or may be doing (horse for Person 
riding, for example). 


Proportion 


Facial Inter-part Proportion: 

Less than 3 of the following points 
positive: that is, eyes and mouth of 
greater width than height and ears 
and nose of greater height than 
width 
Note.—If the Person is drawn with 
the head in profile, and the eye shown 
is more than a mere dot, the width 
of the eyes and mouth may be as- 
sumed to be greater than their height. 
And if the hair on top of the head is 
drawn in sufficient profusion to cover 
the ears, the unseen ears may be as- 
sumed to have greater height than 
width. 

Three plus: That is, any 3 of the 
above proportional requirements are 
met 
Four plus: That is, all of the above 
proportional requirements are met .. 


Head Proportion: 

Face (in full-face presentation) an 
oval whose horizontal measurement is 
greater than its vertical, or a face 
in profile with the vertical dimension 
markedly exceeding the horizontal, or 
vice versa 
Face (in full-face presentation) a cir- 
cle or almost saqiiare .....5.......... 
Face (in profile) with the vertical 
and horizontal measurements ap- 
proximately equal ................. 
Note.—“Vertical” tip of chin to 
top of forehead; “horizontal” = 
centre of forehead to occipital bulge. 
Face (in full-face presentation) a ver- 
tical oval 
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Arms: : 
Forearms (one or both) wider than 
upper arm 

Note—To be scored leniently—not 
for minute differences. 

Arm Taper: The forearm is narrow- 
er than the upper arm. If both arms 
are shown, both must taper to secure 


21: Leg: 


Lower leg’s width is greater than 
that of the upper leg 

Satisfactory leg taper from thigh to 
ankle. This is to be scored only if a 
sufficient portion of the unclad leg 
indicates good taper. If both legs are 
presented, both must taper to secure 
credit 


: Dimensional Scatter Between the Ex- 


tremities: 
Two-dimensional 
dimensional legs 
One-dimensional arms with two-di- 
mensional legs 


arms with  one- 


: Ratios: : : : 
. Face-trunk ratio as to width (with 


the Person in full-face) 

(a) Trunk’s width less than that of 
the face 

(b) Trunk’s width approximately 
that of the face 

Note.—The width of the face and the 

trunk is the greatest horizontal meas- 

ment of each. 


. Head-trunk ratio: (as to height) 


III, 


The head measurement is taken from 
the tip of the forehead to the lowest 
point of the chin with the mouth 
closed (if the mouth is drawn as 
open, the point should be approxi- 
mated); the trunk measurement is 
taken from the lowest point of the 
chin to the top of the pelvic crest (in 
Persons drawn clothed, this will be at 
approximately the lower margin of 
the belt; in Persons drawn nude, it 
will be slightly above the hip joint). 
(a) H: T: :1:3 or more, or T:H: 
:1:1 plus 
(b) H: T: :1:2° or more but less 
than 3, or H: T: :1:1 or more 
but less than 1% 
(c) H:T: :1:1% or more but less 
than 2 


Note——The ratios under (a) mean 
that the trunk measurement is 3 times 
that of the head, or the head measure- 
ment is greater than that of the trunk. 
The ratio under (c) means that the 
measurement of the trunk is at least 
one and one-half times that of the 
head, but not quite two times that of 
the head. 

Arm-trunk ratio: (long axis dimen- 
sion) 

If the arms are of unequal length, 
take the dimension of the longer arm 
(the arm dimension is the distance 


A 


D2 


from the tip of the shoulder to the 
point of the finger farthest there- 
from) :— 
(a) T:A: :1:2 or more, or A:T: 
:1:1 plus 
(b) T: A: :1:1% or more, but less 
than 2 
(c) T:A: :1:1 or more, but less 
WE FN oss ead ced Gu ss oa oe f 
Trunk-leg ratio: (long axis dimen- 
sion) 
If the legs are of unequal length, take 
the dimension of the longer leg (the 
leg dimension is the distance from the 
tip of the pelvic crest to the point of 
the foot farthest therefrom) :— 
(a) T:L: :1:4 or more, or L:T: 
:1:1 plus 
(b) T:L: :1:2 or more, but less 
than 4 
fc} 2S Bet 2 


2 
Note—In a very poorly drawn Per- 
son it may be impossible for the ex- 
aminer to determine the pelvic crest’s 
location without asking the subject 
where the hip joint of his Person is: 
the pelvic crest would be a trifle 
above that point. If the pelvic crest’s 


- position cannot be determined even 


by questioning, do not score the ratios 
involving the trunk’s long axis dimen- 
sion. 


Perspective 


Arm to Trunk Attachment: 
Arm-trunk attachment segmental, as “ 
if the arms were drawn separately 
from the trunk, then glued on; there 
is, in short, no appearance of con- 
tinuation of the shoulder line into the 
arm. One-dimensional arms are al- 
ways to be considered segmentally 
attached 

Both arms springing from a common 
or nearly common source 

“Ribbon attachment” of arm or arms 
to trunk: in such instances the arm 
looks as if it had been squeezed out 
of the trunk much like a ribbon of 
toothpaste from a tube; there is al- 
most always a marked widening of 
the arm as it leaves the trunk 
Complete “fluidity” of arm-trunk at- 
tachment: there is a continuation of 
the upper shoulder line into the outer 
arm line; in short, the arm becomes 
an actual extension of the shoulder. 
(If both arms are shown, both must 
have fluid attachment to secure credit 
here) 


Malplacement of Arms: 

Arm or arms attached to the head or 
the neck 

Arm or arms attached to the trunk 
definitely below the shoulder level .. 
Note.—lIf both types of presentation 
are employed score D2. 
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Position of Arms: 
With body presented in full-face: 
(a) Both arms extended laterally 
and approximately at right 
angles or greater to the trunk .. 
One or both arms extended lat- 
erally at less than right angles to 
the trunk, but not straight down 
at the sides 
(c) One or both arms straight down 
at the sides of the body 
(d) With one or both arms (2-di- 
mensional) flexed 
Note.—If two types of depiction are 
employed, credit for the type bearing 
the higher factor rating. 
With body presented in profile: 
(a) Arm or arms extended forward 
or backward and/or upward 
Note.—If one arm is extended point- 
ing toward something, score A3. 
(b) Arm or arms extended forward 
or backward, but at less than 
right angles to the trunk 
(c) Arm or arms hanging straight 
Gea BE GOES ia ie. 
(d) Arm or arms (2-dimensional) 
with elbow flexed 
Note.—If two types of depiction are 
employed, credit for the type bearing 
the higher factor rating. 


Finger Attachment: 

More than one finger shown pro- 
truding from the side of the arm .... 
Fingers shown protruding from end 
of forearm 
Note—Do not score 327 if any rec- 
ognizable attempt to produce a hand 
has been made. 


Mal-attachment of the Legs: One or 
both legs attached to the head or the 
neck of the Person or joined to the 
trunk in some definitely abnormal 
fashion 


Placement of the Person on the Page: 
(a margin of the 
page “chops” off some portion of the 
Person) 
Vertical Disparity: 

(a) 2 inches or greater 
(b) 1 inch to less than 2 inches .... 
(c) Less than one inch ............ 
Note—By “vertical disparity” is 
meant the difference between the dis- 
tance from the top margin of the page 
and the uppermost point of the Per- 
son’s skull (not the hat) and the dis- 
tance from the bottom margin of the 
page to the point of the Person's 
foot nearest the page’s bottom. 
Note——Do not score this item if the 
subject has turned the form page so 
that the long axis of the page as first 
presented ne longer pertains. 


Method of Presentation of Person: 
Head drawn in profile; body in full- 
face 


(b) 
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(2) Full or partial profile for both face 
and body 


ee ey 


Animation of Person: Figure en- 
gaged in doing something besides 
standing still (sitting, walking, run- 
ning, riding, throwing, or writing, for 
example) 


332: Type of Person: 

I. Person not recognizable as of the 
sex specified by the subject in his 
post-drawing (induced) comments, 
or the subject cannot or will not spe- 
CN EE seas Oe aah ks 

II. Person recognizable as of an age 
markedly different from that speci- 
fied by the subject in his post-draw- 
ing (induced) comment ............ 
Note.—This particular point must be 
appraised most leniently lest the ex- 
aminer find himself estimating artis- 
try rather than concept. 


Transparency of a part of the body 
or the clothing: score once for each 
“transparency” of body or clothing, 
except for a pair of shoes lacking 
complete “top lines,” which is counted 
as one transparency only .......... 
Transparency is defined as the in- 
ability of an exterior or superimposed 
substance or object to cenceal or cov- 
er, actually or in effect, that which is 
conventionally perceived as beneath 
= behind it and, therefore, concealed 
y it. 


331: 


D2 
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333 : 


GENERAL CONSIDERATIONS 


The H-T-P is not, and is not intended 
to be, an intelligence test per se, and in 
the usually accepted definition of the 
term. No high correlation between 
H-T-P IQ’s and IQ’s obtained on such 
specific and so-called “stable” measures 
of intelligence as the Wechsler-Bellevue 
and the Stanford-Binet is to be expected 
because: (1) the tests are widely dis- 
similar as to type (except perhaps for 
the Object Assembly and the Block De- 
sign of the Wechsler and the similarity 
here is not great); (2) the H-T-P’s 
quantitative scoring system was con- 
structed on the basis of the total clinical 
picture of the level of intellectual func- 
tion, in which other test scores played 
only a part and the H-T-P IQ, therefore, 
must be regarded as an expression of 
basic intelligence as that basic intelligence 
has been enhanced and/or depressed by 
the non-intellective factors of the person- 
ality. 

In any evaluation of the H-T-P IQ 
the examiner must bear in mind: (1) the 
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Prate I. Illustrating Scoring Points. 
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non-verbal, primitive mode of expression, 
drawing; (2) the fact that the stimuli 
presented are almost completely unstruc- 
tured and are believed to accentuate 
(through associations aroused within the 
subject) the production of emotional fac- 
tors which, in turn, tend to affect intellec- 
tual function. 

The greatest value of scoring the 
drawings quantitatively lies in the differ- 
ential-diagnostic information that can ap- 
parently be acquired (a) by comparing 
the H-T-P IQ score with that obtained 
by the subject on other tests; (b) (and 
this may be the most valuable of all) by 
appraising the relative parts played by 
details, proportion, and perspective, and 
by the disparate wholes, respectively, in 
the production of the H-T-P per cent of 
raw G 1Q score. 

It is believed that it would be possible 
to construct a more reliable scoring sys- 
tem, one that might be expected to cor- 
relate rather well with the Wechsler- 
Bellevue, for instance, but this could be 
done only by making the instructions 
more specific by specifying the type of 
House and Tree and the sex of the Per- 
son, and since this would rob the H-T-P 
of many of its projective possibilities, no 
such delimitations will be attempted. It 
is the writer’s opinion that the quantita- 
tive scoring of the drawings is most use- 
ful for what it contributes to the appraisal 
of the total personality picture. 

The examiner will want always to com- 
pare the H-T-P IQ score as estimated 
by the per cent of raw G method and that 
derived by the net weighted score method. 
Whenever these two scores are within 
five points of one another, it is now be- 
lieved that they may be regarded as rep- 
resenting relatively stable function. This 
stability of function, however, may repre- 
sent (a) an over all depression of func- 
tion due to a personality disturbance of 
long-standing, or (b) “normal” stability. 
Whenever there is a greater than five- 
point disparity between these two scores, 
the lower of the two scores is postulated 
as representing the present functional 
level, the higher of the two scores, the 
potential (and at the moment unrealiz- 
able) level of function. It is believed 





that the per cent of raw G IQ score rep- 
resents in part an evaluation of the sub- 
ject’s fund of information and his under- 
standing of basic spatial relationships (a 
relatively crude and concrete type of in- 
tellectual function) ; that the net weighted 
score 1Q represents an evaluation of the 
subject’s concept formation, a somewhat 
more refined and more abstract type of 
intellectual function. The per cent of 
raw G IQ score has been found usually 
to be somewhat less resistive to depres- 
sion by emotional and/or organic factors 
than the net weighted score IQ because 
of the fact that the percentage method 
of deriving the former’ reflects more 
quickly the presence of additional D fac- 
tors than the subtraction method used to 
derive the latter score. The percentage 
raw G IQ takes into consideration only 
“good” points and “flaw” points, as such, 
without consideration of their relative 
qualitative value. 

In appraising the per cent of raw G 
IQ score of subjects believed to be of 
above average or superior ability, the 
examiner must remember that the per- 
centage method of arriving at that score 
may penalize the subject. In such in- 
stances the net weighted IQ score seems 
more closely to approximate the subject’s 
level of intellectual function as appraised 
by the H-T-P. For instance there are the 
cases of A and B. A scored 4 D’s, 25 
A’s, 10 S’s; B scored 5 D’s, 30 A’s and 
17 S’s. Although B scored 5 more A’s 
and 7 more S’s than A he received the 
same per cent of raw G IQ score (115) 
as A because of the one additional D fac- 
tor. The apparent quantitative differ- 
ence, however, was reflected by the net 
weighted 1Q scores which were, respec- 
tively, 115 and 134. 

It will be seen that from IQ 25 through 
60 the “flaw” IQ seems to have greater 
differential value; that from IQ 85 to 


140 the “good” IQ appears to have 


greater differential value. 

Marked disparity (10 points. or 
greater) between the weighted “good” 
IQ score and the weighted “flaw” IQ 
score, in favor of the former, suggests 
the presence of a factor depressing func- 
tion, because the “good” score is postu- 
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lated as representing at least partially 
basic intelligence. The flaw score is pos- 
tulated as representing present function. 

In cases where all four 1O scores vary 
widely, the presence of a personality mal- 
adjustment to which the subject is react- 
ing in impulsive, more or less disorgan- 
ized fashion is suggested. 

It is advisable always to assay the fac- 
tors which make up a given H-T-P score. 
This may be done in several ways: first 
of all, the examiner may refer to the 
Means Table. It has been found that the 
grand total raw factor scores of a given 
subject may be expected to cluster about 
a given classification level on the Means 
Table. Seventy-six per cent of the sub- 
jects of the quantitative standardization 
group had raw scores that had no greater 
scatter than three adjacent classification 
levels. A raw score scatter of 4 adjacent 
levels is to be regarded as mildly suspi- 
cious; greater scatter than that would 
make the examiner suspect the presence 
of some strong disintegrative factor. 

In appraising grand total raw score 
scatter, however, the examiner must al- 


ways bear in mind: (1) that any subject 
may score one D3 or one S2 without that 
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necessarily being significant; (2) that 
where an individual has a high A3, Sl, 
score does not necessarily indicate great 
scatter, for in such instances the ordi- 
narily shown Al and A2 items of detail, 
proportion, and perspective have been re- 
placed by factors bearing a higher qual- 
ity value; (3) that one or more § fac- 
tors may well appear in the drawings of 
even a low grade mental defective, that at 
least a few D factors will almost always 
appear in the drawings of a person of 
definitely superior intelligence (as a mat- 
ter of fact, the total absence of D factors 
may well be regarded as somewhat sus- 
picious, since it implies a meticulosity 
and excess of critical faculty that may 
well be neurotic). 

A second method of appraising inter- 
nal construction is to compare the weight- 
ed ‘“‘good” and the weighted “flaw” scores 
by gross classification level (table 4). A 
difference of more than one classification 
level between these two scores should be 
and S2 factor score, a low Al and A2 
regarded as suspicious, for it may indicate 
the presence of regressive (though not 
necessarily irreversible) factors. Over 
50% of the subjects of the quantitative 


Adult norms tables. 








Classification Adult Per Cent 


Net Weighted 


Good Flaw Adult 


Level IQ Raw G Score Score Score IQ 





Imbecile —65 75 25 
—55, —56 69 30 
—45, —46 63 35 
—35, —36 57 40 
—25, —26 50 45 
—15, —16 44 50 
—9 39 55 
—2 34 60 

4 31 65 
Borderline 12 27 70 
19 75 

Dull Average 27 80 
35 85 

43 90 

Average 54 95 
64 100 

73 105 

82 110 

Above Average .. 92 115 
102 120 

Superior 111 125 
121 130 

130 135 

140 140 


Moron 


CoerNRw uw NO 
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standardization group had both “good” 
and “flaw” weighted scores in the same 
classification level. 

A third method of appraising the com- 
ponents comprising the total score is to 
compare the total raw D, A, and S scores. 
If the subject’s raw D and raw S scores 
are both rather low and the A score is 
high, the examiner might suspect a rather 
high basic level of intelligence, full ex- 
pression of which has been interfered 
with by emotional factors, with a fear of 
failure presumably the dominant char- 
acteristic. In other words, the subject is 
reluctant to attempt to produce those 
items of detail, proportion, and perspec- 
tive that gives S scores, and occasionally 
D scores as well. 

If there is more than adjacent level 
classification scatter between the D scores 
and the A and S scores, respectively, with 
the latter the higher as to level, the ex- 
aminer will suspect the presence of a rela- 
tively severe personality disturbance. It 
is postulated that in such instances the 
A and §S scores represent basic ability 
and the widely disparate D score indi- 
cates current depression of function. 

An examiner may find a subject whose 
D score is in a higher classification level 
than either his A or his S score, in which 
instance he might presume the existence 
of some personality factor which had en- 
hanced the subject’s need for meticulosity 
and criticalism and had at the same time 
inhibited the production of those “good” 
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factors which, in turn, would have pro- 
duced a relatively high A and S score. 

A fourth method of appraising interna! 
construction should always be employed. 
This involves a comparison of the total 
raw “good” and “flaw” scores for detail, 
proportion, and perspective, respectively. 
The detail score is derived from the tabu- 
lation sheet by adding the total A and 
total S scores in the detail columns for 
House, Tree, and Person, respectively, 
and summing the total D score in the de- 
tail columns for House, Tree, and Per- 
son, respectively. The proportion score 
is obtained by summing the total A and 
S scores in the proportion columns, for 
House, Tree, and Person, respectively, 
and adding the total D scores in the pro- 
portion columns for House, Tree, and 
Person, respectively. The perspective 
“good” and “flaw” raw scores are derived 
in similar manner from the perspective 
columns for the disparate wholes. 

“Armchair” theory was that perspec- 
tive would be the first to be affected by 
the presence of emotional or organic fac- 
tors, since it was presumed to represent 
the highest level of functioning on the 
H-T-P, the level last attained from the 
standpoint of general maturation. It was 
postulated that proportion and details 
would next be affected adversely in that 
order. From the data thus far accumu- 
lated (and the evidence is not to be re- 
garded as conclusive) it appears that 
factors, organic or non-organic, which 


Means for quantitative standardization groups by intelligence level, 
raw scores, and per cent of raw G IQ 











Classification Imb, Mor. Bord. D. Av. Av. Ab. Av. 
Raw D3 ..... 3+ 1+ 1— 1— 0 0 
BAW ee... 9 7 5 3— 1+ ; fie 
Rew Di ...<. 13 12 11 9 7 4— 
maw Al occs. 6 9 10 11 10 9 
ee eee 4 6 7+ 10 11 11+ 
Raw A3..... 2 2 4 4 8 9 
Rew. Sl .... 1— 1— 1+ 2— 4 7 
Raw Se 65s 0 0 0 0- 1— 2 
Total Raw 
TR cted senna 25 20 16 12 9 5 
PS See Pe 12 17 21+ 25 29 29 
ERIS Se epee 1 1 1 2— 4 94 
Percent of 
Raw GIQ... 40 58 72 83 97 117 
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TABLE 6. Showing mean raw “good” and “flaw” scores on details, proportion, and perspective, 
respectively, of the quantitative standardization groups by intelligence levels. 


















? ; ull Above 
Imbecile Moron’ Borderline Average Average Average Superior 
















Details: 
Good 25 


0 







pre 10 
= 


ee 

wn | w 
= 

os NI 
| bo 

Lh) Ww 


10 


= pe 5 4 3 1 1 








feusanvaee 7 
2 


eee ee eeeee 








interfere with intellectual function tend House, the Tree, and the Person, sepa- 
to depress first the perspective score, then rately, i.¢., to determine the respective 
the detail score, and last of all the propor- parts played by the disparate wholes in 
tion score; that when proportion is af- the production of the total score. To 
fected it apparently represents a major obtain these scores the examiner will turn 
interference with function. Depression to the tabulation sheet and take the sum 
of score may take the form of a suppres- of the raw A and S scores (for details, 
sion of “good” points and an enhancement proportion, and perspective) and the sum 
of “flaw” points; or it may consist of the of the raw D score (for details, propor- 
suppression of “good” points only or the tion, and perspective) for the House, the 
enhancement of “flaw” points only. Tree, and the Person, respectively, and 
A three classification level scatter is record them. Table 7 shows the average 
not surprising. Table 6 shows the detail, scores made for the disparate wholes by 
proportion, and perspective scores ob- the subjects of the quantitative standardi- 
tained by the subjects of the quantitative zation group. 
standardization group, subjects who were In almost no instance will all three 
believed to exhibit no major personality wholes be of the same quantitative calibre. 
disturbance. It will be seen that propor- A disparity of greater than one classifica- 
tion contributes little differentially from tion level from whole to whole, however, 
the average level up; most, when it is de- would lead one to suspect that the sub- 
pressed. ject’s score for the whole most adversely 
It has not yet been demonstrated that affected was presumably influenced by 
the quantitative scoring system described something represented by that whole, 
herein can be employed in the quantitative either actually or symbolically. To illus- 
appraisal of colored drawings. It ap- trate: (1) a relatively low score for the 
pears that certain “material” presentation House might indicate that the subject felt 
(bark for the Tree, wall and chimney ‘constricted by any four walls within 
material for the House, for example) which he had to stay, or it might indicate 
does not have the same quantitative value conflict with someone who lived in the 
when crayons are employed that it has for House; (2) a comparatively low score 
pencil drawings. The greatest value in for the Tree might imply the subject felt 
securing crayon drawings appears to be that his environment in general was un- 
in the extensive qualitative information — satisfactory, or that he felt himself to be 
that can be derived from them. in conflict with the specific individual rep- 
A fifth and always-to-be-employed resented (for the subject) by the Tree; 
method of evaluating the components of (3) a relatively low score for the Per- 
the total score is to compare the subject’s son might signify that the subject 
raw “good” and “flaw” scores for the shunned inter-personal relations in gen- 
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Showing mean raw “good” and “flaw” scores on House, Tree, and Person, respec 


tively, of te quantitative standardisation groups by intelligence levels. 




















Dull Above 
Imbecile Moron’ Borderline Average Average “Average Superior 

House: 

OS Berta ear 3 4 4 5 7 10 11 

oo ees a 6 5 3 3 3 2 4 
Tree: 

Caeee ec Sek. 4 4 7 7 8 8 9 

Weis xs 4 4 3 3 1 1 4 
Person: 

RE eo 6 10 12 16 19 21 22 

Wie 5.5 acs 15 11 10 7 5 2 2 





eral or relations with the specific indi- 
vidual (or individuals) represented by 
the drawn Person. 

In appraising the subject’s scores for 
House, Tree, and Person, separately, it 
must be remembered: (1) that the ma- 
jority of subjects obtain a higher score on 
the Tree, than upon the House or the 
Person (in part because almost anything 
can be regarded as a satisfactory like- 
ness of a Tree, which is why relatively 
few “flaw” factors could be identified for 
the Tree); (2) that the House may be 
the most difficult whole for a subject, be- 
cause of the fact that people do not usu- 
ally “doodle” houses and the drawing of 
a House, therefore, is a new and difficult 
task, or it may be the easiest of the three 
wholes, if it represents the House which 
the subject would like most to have and, 
therefore, is the one to which he has given 
most thought ; (3) the Person may be the 
easiest whole for a given subject to draw, 
because of the fact that the drawn Per- 
son represents a stereotype which the 
subject has produced many times before, 


or it may be the most difficult whole be- * 


cause: (a) it represents some person in 
his environment whom he hates or fears, 
or both; or (b) some organic disturbance 
prevents his receiving the kinesthetic cues 
he might otherwise receive, cues which 
would lead to a better drawing. 


EVALUATION OF THE H-T-P 
QUANTITATIVE SCORES 


Once the examiner has completed his 
scoring, he is in position to compare the 


\ 


subject’s H-T-P per cent of raw G IQ 
with his IQ on other and more structured 
tests which have been designed specifi- 
cally as a measure of general intelligence. 
One of the greatest values in estimating 
an IQ on the H-T-P seems to lie in the 
information derivable from its compari- 
son with the 1Q’s attained by the subject 
on other tests. 

Limited and by no means conclusive 
evidence has been acquired which sug- 
gests that: 


1. For most endogenous mental defec- 
tives the H-T-P IQ is higher (not in- 
frequently 10 points higher) than the 
Stanford-Binet or the Wechsler-Bel- 
levue Verbal or Full IQ’s. This ap- 
pears to be due to the fact that many 
endogenous mental defectives find 
verbalization difficult in general be- 
cause of their limited vocabularies, 
and find such specific tests as the solv- 
ing of arithmetical problems and the 
detection of similarities most trouble- 
some. ; 

For exogenous defectives the dis- 

parity is usually in favor of verbal 

tests—the depression of H-T-P 10 

appears to depend upon the degree 

and type of the organic component 
and its involvement of the motor 
areas. 

3. For many pseudo-mental deficients 
the H-T-P IQ is so much higher than 
the Stanford-Binet or the Wechsler- 
Bellevue Verbal or Full 1Q’s as to be 
striking ; apparently such individuals 


bo 




















find it possible to reveal potentials on 
the H-T-P, as with the Rorschach, 
more easily than upon more formal 
and more structured tests. 

In cases in which verbalization is 
markedly interfered with (as in cer- 
tain types of schizophrenia), the 
H-T-P IQ tends to be much higher 
than the Stanford-Binet or the Wech- 
sler-Bellevue Verbal or Full IQ's 
presumably because drawing is a far 
more acceptable and usable medium 
of expression than speech for such 
subjects. 

In cases in which organic deteriora- 
tion from a once average level is tak- 
ing or has taken place, the H-T-P IQ 
tends to be lower than the Stanford- 
Binet IQ or Wechsler-Bellevue Ver- 
bal IQ; in such cases, the Stanford- 
Binet and the Wechsler Verbal IQ’s 
appear to represent residuals, the 
H-T-P IQ to indicate deterioration. 
In some cases where concept forma- 
tion is sharply affected, the H-T-P 
IQ appears to show deterioration 
in a prognostic rather than a diag- 
nostic sense. 

The H-T-P 1Q of the markedly de- 
pressed, or those psychoneurotics 
who exhibit a great deal of anxiety 
or depression, or both, is usually 
lowered rather markedly and is be- 
lieved to represent in rather striking 
fashion the interference with intel- 
lectual efficiency that is brought about 
by the anxiety and/or depression. 
The H-T-P IQ of obsessive-compul- 
sive neurotics may be enhanced by 
the so-called ‘“‘quantity necessity” of 
such subjects which may lead to tre- 
mendous detail production with a re- 
sultant spuriously high H-T-P IQ 
score. 

The H-T-P IQ of subjects who are 
presently negativistic or psychopathic 
may be spuriously low because of (a) 
the refusal to draw one or more of the 
wholes (usually the Person), or (b) 
his caricaturing or otherwise degrad- 
ing one or more of the wholes (as 
by drawing a “stick-man” for his 
Person). 

If the subject secures his highest 
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“whole” score for the House and his 
score for the Tree is relatively in- 
ferior and that for the Person still 
lower, the examiner might suspect 
this progressive score depression to 
be due to: (a) a depression of mood 
with concomitant early fatigue ; and/ 
or (b) a progressively increasing 
negativism. 

10.1f the subject secures his lowest 
“whole” score for the House, and his 
score for the Tree is higher and that 
for the Person still higher, the exami- 
ner might suspect the initial lowering 
of efficiency to be due to: (a) initial 
test-situation fright; and/or (b) a 
present difficulty in adapting to new 
situations. 


When the subject rejects (totally or in 
effect, as: by degrading) one or more of 
the wholes, the examiner will do well to 
evaluate this reaction to the drawing of 
the rejected and/or degraded whole 
qualitatively and estimate the subject’s 
IQ on the basis of his drawings of the 
wholes not rejected or degraded, making 
use of the method of appraising IQ by 
percentage of raw G, recognizing that 
less than the usual number of wholes 
have contributed to the final score. 

When the score for a given whole is 
very much higher than that for either of 
the other wholes, the examiner may well 
suspect that the superiority of score for 
the given whole represents: (a) a stereo- 
type (occasionally adolescent girls draw 
a female figure that they have drawn 
many times before, i.e., that represents a 
wished-for-figure) ; (b) special training 
(at times children make unexpectedly 
skillful use of implication in the presen- 
tation of details for the Tree). 

If it is learned that the drawn whole is 
a stereotype or a reproduction of a 
learned figure (“Teacher makes us draw 
them that way’), the examiner may 
either treat the figure qualitatively only 
(and estimate the IQ on the basis of the 
score obtained by the subject on the other 
two wholes), or he may ask the subject 
to draw another whole. 

In general it appears that H-T-P IQ 
scores above 125 and H-T-P IQ scores 
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TABLE 8. Pearson's coefficients of correlation between the H-T-P per cent of raw 
G IQ and IQ’s obtained on other standard tests. 











Group Tests No. Cases r. P.Esr 
A Wii: BN i as eas Gi cde SaaS 30 41 +.1024 
B Stanford-Binet, Forms L & M ............ 26 45 +.1054 
Cc Wechsler-Bellevue, Verbal ................ 100 699 +.034 
& Wechsler-Bellevue, Performance .......... 100 724 +.032 
Cc Wechsler-Bellevue, Full .................. 100 746 +.029 





below 50 have less meaning than those 
within the IQ range of 50 to 125. 
Comparison of the H-T-P per cent of 
raw G IQ with 1Q’s obtained by the same 
subjects on other tests, tests that are far 
more structured and stable and which 
were designed specifically to measure in- 
telligence, appears to offer evidence that 
the H-T-P appraises general intelligence. 
It seems patent, however, that the 
H-T-P’s approach to this appraisal is 
quite different from that employed by in- 
telligence tests in general. ; 
Later studies by the author seem to in- 
dicate that correlation of this magnitude 
are to be expected only when: (1) the 
subjects are relatively free of personality 
flaws; or (2) the subjects are so deteri- 
orated and/or maladjusted that all test 
scores are depressed thereby. The H-T-P 
IQ is never to be appraised in isolation, so 
to speak, and without careful qualitative 
evaluation of the non-intellective factors 


that qualitative analysis of the drawings 
may indicate to have influenced it. 

The correlation between the H-T-P 
per cent of raw G IQ and the IQ’s on the 
three Wechsler-Bellevue Scales was pre- 
sumably depressed somewhat for adults 
of advanced life age by the fact that the 
Wechsler 1Q’s were automatically “cor- 
rected” for a decline in efficiency due to 
such advanced life age and no such “‘cor- 
rection” was used in estimating the 
H-T-P IQ. 

The H-T-P is not a highly refined 
measure of intelligence, as is shown by 
the fact that the Norms Table IQ’s rep- 
resent the range Q1 to Q3 for the respec- 
tive intelligence levels (in brief, there is 
a considerable amount of overlap), but 
this should not be at all surprising in view 
of the fact that it would be almost impos- 
sible to devise a less structured test of 
intelligence. 


TABLE 9. Comparison of measures of central tendency and variability.* 








Group Tests 


7 


Cases Mean _ Range o 





A Otte; 2eteeer TG) ook cassie ias 
H-T-P per cent of raw GIQ.... 


RE, URS: og 


SRS 30 121 
years 114 83-140 12.48 
Stanford-Binet, Forms L& MIQ.... 26 47 25-65 971 
ip 53 33-81 13.39 
ane 100 74 
wees 73 35-133 23.10 


H-T-P per cent raw G1Q ....... 
Wechsler-Bellevue, Verbal IQ ... 
H-T-P per cent raw G1Q....... 
Wechsler-Bellevue, Performance IQ .. 100 69 
H-T-P per cent raw G1Q....... 
Wechsler-Bellevue, Full IQ ..... 
H-T-P per cent raw G1Q....... 


ideas 71 


“eee 100 70 
vty 73 35-133 23.36 


98-144 11.07 


44-132 20.60 


34-120 21.95 
35-115 21.32 


35-125 23.29 





*Group A was composed of medical students of the School of Medicine of the 
University of Virginia, all of whom were young adults. Group B was composed of 
mentally deficient, epileptic, and psychotic in- and out- patients of the Lynchburg State 


Colony; all were young adults. Group C 


was composed of white adults who were 


examined individually at the Lynchburg State Colony or one of its Mental Hygiene 
Clinics; all subjects in this group were either maladjusted, epileptic, mentally de- 
ficient, psychoneurotic, or psychotic; the subjects were taken in the chronological 
order of their examination; the subjects of each of the three C groups were not wholly 
the same, however, for the first hundred patients had not all been given the full 
Wechsler. Life ages in Group C ranged from 15 to 65. 
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QUALITATIVE ANALYSIS AND INTERPRETATION 


It has not yet proven possible to estab- 
lish with adequate experimental evidence 
the validity of the methods of analysis 
and interpretation which are discussed in 
the following pages, though it is hoped 
that this can eventually be done. 

Tentative validation has been attempted 
by five methods: (1) comparing the con- 
clusions and diagnosis derived from the 
analysis of the H-T-P productions with 
the conclusion of and the diagnosis made 
by the hospital staff; (2) comparing 
H-T-P conclusions and diagnosis with 
conclusions from a Rorschach examina- 
tion made upon the same subject by a 
skilled Rorschach examiner; (3) com- 
paring conclusions arrived at through 
blind-analysis of H-T-P productions with 
(a) the opinions of intimate friends 
(psychiatrists or psychologists) of the 
subject, (b) the opinion of insightful sub- 
jects concerning the accuracy of the de- 
ductions made, and (c) staff diagnoses ; 
(4) comparing conclusions and diagnoses 
based on H-T-P productions with staff- 
reported changes in subjects’ condition in 
longitudinal studies; (5) checking inter- 
pretations against historical and behavi- 
oral data. It is the author’s belief that 
validity of the principle of the method as 
a whole has been established (though the 
evidence is clinical only). The evidence 
for the individual differential items and 
the interpretations thereof is much less 
well-established. 

As for reliability, it is impossible to 
offer any significant figures. It has been 
established empirically that as a subject’s 
clinical picture improves, his H-T-P pro- 
ductions likewise tend to show improve- 
ment ; that as a subject matures intellec- 
tually, his concept formation as appraised 
by the H-T-P likewise matures though 
not always at a similar rate ; that the basic 
aspects of the personality remain fairly 
constant in the absence of some gross dis- 
turbance, but specific characteristics 


which contribute to the total personality 
picture may change radically from time to 
time. It is believed that the H-T-P as a 
procedure which attempts to evaluate the 
total personality must of necessity re- 
flect relatively minor changes in the total 
configuration if it is to be of any clinical 
value. In short, reliability in the sense 
in which the term is used in evaluating 
formal measures of intelligence, is not a 
virtue in a projective technique, and the 
H-T-P does not possess it. 

In the interests of word economy some 
statements in this section are rather posi- 
tive in nature; the reader will bear in 
mind that each positive statement must 
be understood to have an unwritten quali- 
fying, “It seems,” or, “There is reason to 
suspect,” before it. 

The first phase in the qualitative analy- 
sis of the H-T-P is to turn to pages 3 
and 4 of the scoring folder and conduct a 
careful step by step analysis of the draw- 
ings and their production under all the 
general headings and the subheads out- 
lined except concept, identifying and not- 
ing each item which appears to represent 
a deviation from the average and each 
item which appears to have been signifi- 
cant to the subject. The second phase 
may be regarded as one of synthesis: in 
it the examiner attempts to evaluate and 
interpret the organization and interrela- 
tionship of the items identified in the 
analysis; to construct the concept. The 
third and last step is to derive from this 
analysis and synthesis certain basic in- 
formation concerning the total personal- 
ity of the subject and its dynamic inter- 
action with its environment. 


I. DeEtTAILs 


Details are believed to represent the 
subject’s awareness of and interest in the 
elemental aspects of everyday life. It 
follows, therefore, that the examiner will 
wish to assay the extent of the subject’s 
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interest in such things, the realistic way 
in which he views them, the relative 
weight he assigns to them, and the way 
in which he organizes them into a totality. 


A. Quantity. There are two diverse 
approaches under this heading. The ex- 
aminer will be interested first in deter- 
mining how many of the basic essential 
details are present. To illustrate, the 
House must have at least one door (un- 
less the side of the House only is pre- 
sented), one window, one wall, and a 
roof, and unless it is identified! as a tropi- 
cal dwelling, a chimney or some means of 
egress for smoke from the furnace or 
whatever may be used to heat the House. 
The Tree must have a trunk and at least 
one branch (unless it is identified as a 
stump, in which instance the response is 
apparently to be regarded as “abnor- 
mal’). The Person must have a head, a 
trunk, two legs and two arms (unless the 
absence of an arm or leg, or both arms 
and legs is accounted for either verbally 
or by profile presentation); also, two 
eyes, a nose, a mouth and two ears (un- 
less, again, the absence is accounted for 
either verbally or by the Person’s posi- 
tion). Absence of essential details in 
the drawings of one known to be or re- 
cently to have been of average or better 
intelligence is to be scored as P-2 or P-3, 
and such absence is frequently indicative 
of a beginning intellectual deterioration.* 

The subject who demonstrates a good 
grasp of proportional and spatial rela- 
tionships, but who employs only a bare 
minimum of details would appear to have: 
(1) a tendency to withdraw (details are 

* The factor rating Pl is employed when the 
item in question represents only a first-degree 
deviation from the average (many times P1’s 
will be the factors that in a sense indicate the 
individuality of the personality being analyzed ; 
the factors that seem to make for “healthy” 
differentiation between that personality and 
other personalities). The factor rating P2 is 
used when a given item appears to represent a 
second-degree deviation from the average; 
when by the degree of its deviation it may be 
regarded as pathoformic—possibly indicative of 
a personality flaw of potentially serious pro- 
portions. The factor rating P3 is used when a 
given item appears to represent a third-degree 
deviation from the average; a deviation that 
appears to be definitely pathological, of present- 
ly serious proportions. 


believed to be a measure of environmenta! 
contact); (2) an “abnormal” disregard 
of conventional matters. 

The subject who exhibits an inferior 
understanding of proportional and spatial 
relationships and employs a minimum oj 
details would be presumed: (1) to be 
mentally deficient; or (2) to be suffer- 
ing a marked diminution of intellectual 
efficiency which might or might not be 
irreversible. 

“Quantity necessity” (the depiction of 
an excessive number of details) appears 
always to be pathoformic, since it indi- 
cates in general a compulsive need to 
structure the entire situation, an over- 
concern about the environment as a total- 
ity (and the type of details employed may 
aid in establishing a greater specificity of 
sensitivity ). 

The second approach involves a quali- 
tative appraisal of the details employed. 
To illustrate: the window (or windows ) 
of the House are modes of visual contact, 
the door (or doors) modes of ingress and 
egress (the front door may represent 
both ingress and egress — accessibility ; 
but the back and/or the side door ap- 
pear usually to represent egress, escape ). 

The withdrawn subject may indicate 
his hostility by drawing windows with- 
out panes (a presentation which says, in 
effect, “All right, I'll show where win- 
dows might be, but I'll do no more’’) ; 
by drawing no windows at all, or no win- 
dows on the ground floor; by drawing 
windows but bedecking them with locks, 
shades, curtains, blinds, etc.; by drawing 
a door with heavy hinges, formidable 
lock, ete. 

The “keyhole” Tree, which consists of 
a looping line representing the Tree's 
branch structure (the circle or ellipse may 
or may not be closed where it joins the 
trunk) and two vertical lines closed or 
unclosed at the base, representing the 
trunk, is believed to indicate strong hos- 
tile impulses some of which may be inter- 
nalized (since such a branch structure 
would be most unlikely to provide satis- 
faction from the environment). This 
form of Tree depiction represents just 
about the maximum use of white space. 
Hostility is presumed to exist because 
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of: (1) the subject’s failure to present 
details usually drawn out or implied by 
shading ; (2) his refusal, in effect, to de- 
fine more specifically his branch struc- 
ture (interpreted as revealing the extent, 
interrelationship, etc., of his satisfaction- 
seeking in his environment). 

Scars and/or broken, bent, or dead 
branches on the Tree (as noted before) 
appear to symbolize psychic traumata. 
One psychoneurotic female interpreted a 
knot hole that she had drawn with great 
care as representing the scar left by a 
previously concealed (from the exami- 
ner) attempt at suicide some years before. 

The hands of the Person represent 
means with which to take defensive or 
offensive action against the environment 
or the self, and the feet symbolize loco- 
motion. A psychoneurotic male _ ex- 
pressed his feeling of helplessness by 
drawing a figurative self-portrait with 
hands and feet missing. 

The eyes, nose, ears, and mouth rep- 
resent receptors of external stimuli; 
stimuli that might be directly unpleasant, 
as hearing accusing voices; stimuli that 
might lead to conflict or trouble, as obses- 
sive watching of girls’ legs. A _ schizo- 
phrenic little girl drew a Person whose 
face had eyes only. The eyes implied a 
suspicious watchfulness; the absence of 
the nose, ears, and mouth, symbolized her 
limited contact with reality; the absence 
of the mouth also pointed up her reluc- 
tance to communicate. 


B. Relevance. Since all that the subject 
is asked to draw is a House, a Tree, and 
a Person, one may logically question the 
relevance of any detail that is not actually 
an integral part of those three wholes. 
Examples of superfluous details (details 
which appear to represent a need on the 
part of the subject to structure his situa- 
tion somewhat too completely) are the 
following: for the House, a tree in the 
yard; for the Tree, a bird in the Tree, a 
rabbit beside the Tree; for the Person, a 
door upon which the Person is knocking, 
etc. The scoring of such details as P-1 
is justified by the fact that they are a de- 
viation from the average; for most sub- 
jects do not draw such additional details. 
Irrelevant details, however, are not nec- 
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essarily either pathoformic or pathologi- 
cal. They may actually aid in the pro- 
duction of a richer picture, but they are 
statistically deviant. 

It has been found that trees (and oc- 
casionally shrubs) drawn beside or about 
the House, the Tree, and the Person 
often represent persons (usually mem- 
bers of the subject’s family); that the 
spatial distance between them and the 
House, Tree, or Person frequently sym- 
bolizes the closeness or distance of their 
inter-personal relationships. 

A groundline (a baseline) upon which 
the House, Tree, or Person rests is 
strictly speaking an irrelevant detail. A 
groundline is interpreted as indicating in- 
security in general (since it is, in a sense, 
a reinforcement of reality). It appears to 
indicate, too, that the subject who draws 
it finds it necessary to structure his draw- 
ing more than does the average subject. 
The groundline seems: (1) to provide a 
necessary point of reference; (2) to pro- 
vide stability for the drawn whole. 

The significance of the groundline ap- 
pears to depend upon: (1) the whole be- 
neath which it is drawn (groundlines are 
drawn least frequently beneath Persons, 
most frequently under Trees); (2) the 
number of wholes under which a ground- 
line is drawn; (3) the emphasis on the 
groundline (as indicated by its size; re- 
inforcement, character, etc. ). 

A groundline may have its significance 
indicated by the quality the subject as- 
cribes to it. A maladjusted small boy, 
for example, drew his Person skating on 
what the boy said was very thin, rough 
ice which had several holes in it. 

In a series of several thousand H-T-P’s 
the author has seen only two Trees drawn 
casting a shadow. The interpretation in 
each instance was that the shadow repre- 
sented an anxiety-binding factor within 
the personality at the conscious level. 
The reasoning was that the shadow rep- 
resented an unsatisfying relationship of 
the psychological past that was definitely 
felt in the psychological present. Its 
existence at the conscious level was postu- 
lated, because the shadow was shown as 
upon the ground, which in turn is pre- 
sumed to represent reality. Preoccupa- 
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.tion is suggested, since the shadow itself 
presumes the existence of another and 
unseen element, the sun, which, in turn, 
has its own qualitative significance 
(power). This interpretation was given 
strong objective support by evidence 
elicited from other sources in each case. 
It will be of interest to see whether this 
can be still further supported by the ex- 
perience of other clinicians. 

Irrelevant details (details which by 
their very content may be regarded as 
pathoformic) are clouds in the sky for 
any one of the three wholes (in the 
H-T-P clouds appear always to repre- 
sent generalized anxiety in reference to 
environmental relationship); an _ out- 
house beside a veritable mansion (in 
such an instance the examiner will wish 
to determine whether the subject is at- 
tempting to express aggression against 
the actual owner of such a House by de- 
grading the House, or whether he is re- 
belling against what he regards as arti- 
ficial cultural standards). 

Bizarre concepts are, for example: the 
House consisting of three objects identi- 
fied as a pillow, a chimney, and the torrid 
zone, respectively, produced by a cata- 
tonic schizophrenic of long-standing ; the 
Tree drawn by a deteriorated organic that 
greatly resembled the vaginal orifice ; the 
Person produced by a simple schizo- 
phrenic that consisted of a head, a leg, 
and a foot only. Such wide deviations 
from average relevance are to be accord- 
ed a P-3 rating. 


C. Emphasis. 
or negative. 
There are several forms of positive 
emphasis. There may be over-emphasis 
upon unessential details ; as, for example, 
the multi-paning of a window to the point 
where the window resembles a fly-screen. 
There may be emphasis by perseveration 
upon a detail as, for example, the Tree 
that in toto appears to be a phallus, and 
which has branches and leaves which ap- 
pear, in turn, to be still smaller phalluses. 
There may be a compulsive-like reinforce- 
ment of detail, the subject returns again 
and again to the detail (he may, for ex- 
ample, carefully draw and redraw well- 
rounded buttocks), sometimes even after 
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the whole has been completed. Such re- 
inforcement, if general, may indicate a 
free-floating anxiety; if specific, it ma\ 
indicate a fixation upon a given object 
(the object fixated upon may actually be 
drawn or it may be represented sym- 
bolically), action, or attitude. 

Negative emphasis may be shown in 


several ways: (1) by the eventual partial. 


or complete erasure of a once drawn de- 
tail, as, for example, the ultimate erasure 
of a chimney previously drawn in several 
positional relationships to the roof of the 
House; (2) the omission of an essential 
detail by a subject who is not mentally 
deficient. 


D. Detail Sequence. The major point of 
interest here is the actual sequence 
(order) of the production of the items 
of detail of the House, the Tree, and the 
Person. It must be remembered that once 
the whole is completed, deviations from 
the average in the order of detail presen- 
tation will be utterly lost in the absence 
of an adequate record. 

It has been found that most subjects 
begin the House in one of the following 
two fashions: (a) first the roof ; then the 
wall (or walls) ; then the door and win- 
dow (or windows), or window (or win- 
dows) and door, and so on; or (b) first 
a baseline; next the wall or walls; then 
the roof, and so on. 

Insecure subjects have been found to 
draw segmentally (that is, detail by de- 
tail without consideration for the relation- 
ship of those details to each other or the 
finished whole) and symmetrically at 


_times (two chimneys, two windows, two 


doors, etc. ). 

A pathoformic sequence for the House 
would be one in which the door or win- 
dows of the ground floor was the last or 
almost the last detail drawn and might 
imply: (a) a distaste for inter-personal 
contacts; (b) a tendency to withdraw 
from reality. 

The sequence for the Tree is usually 
either (a) first the trunk, next the 
branches and the branch system and/or 
foliage (drawn either actually or by im- 
plication), or (b) first the very tip of the 
Tree, then the branches (by shaded or 
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unshaded implication ), the trunk, and the 
trunk’s base. 

A pathoformic sequence of detail pres- 
entation for the Tree (and one that may 
be called “contaminated” ) is one in which 
the subject begins by making rather good 
use of implication, but ends by drawing 
1-dimensional or 2-dimensional branches 
in vague fashion and without having 
erased his original production. 

A pathological sequence is: first, two- 
dimensional branches one below the other 
(to the left) beginning at the top of the 
Tree; then similar branches to the right, 
but without the branches being joined to 
one another or to a trunk in the middle ; 
second, two trunk lines which are not 
joined at the top or at the bottom and do 
not touch the proximal ends of the 
branches; third, a single peripheral line 
joining the outer tips of the branches, 
but not touching the trunk lines at any 
point. 

The branches of the Tree are postu- 
lated as symbolizing the subject’s areas 
of contact with his environment and their 
interrelationship to represent his satisfac- 
tion-seeking efforts; the trunk to stand 
for the subject’s feeling of basic power, 
capacity. The degree of flexibility of the 
branches, their number, size, and the ex- 
tent of their interrelationship indicate the 
adaptability and the presently available 
resources of the personality. 

In most instances the Person is pro- 
duced about as follows: first, the head, 
next the features (eyes, nose, etc.) ; then 
the neck, trunk, arms (with fingers or 
hands), the legs and feet (or legs and 
arms transposed in order ), etc. 

A pathological sequence is the produc- 
tion of a Person, beginning the drawing 
with a foot, and drawing the head and 
facial characteristics last. 

Delayed presentation of facial char- 
acteristics may connote: (1) a tendency 
to deny receptors of external stimuli; 
(2) a desire to postpone identification of 
the Person as long as possible. 

As a rule, details once drawn are left 
completed and are not returned to; de- 
tails drawn in multiplicity (for example, 
all the windows of a given story) are usu- 
ally completed before another specific de- 
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tail is introduced (except, of course, that 
the panes may be drawn in each window 
as that window is drawn). 

Any marked deviation from the aver- 
age sequence, involving (1) an unusual 
order of presentation; (2) a compulsive 
return to something previously drawn, 
with either erasure or redrawing; or (3) 
a reinforcement of the drawing (that is, 
drawing over and over the outline of a 
given detail) is to be regarded as definite- 
ly pathoformic. 

The examiner will wish to try to deter- 
mine whether deviations from the “nor- 
mal’’ in detail sequence are due solely to 
basic intellectual incapacity (as in the 
markedly mentally deficient) or are oc- 
casioned by vacillation and indecision 


produced by some emotional disturbance 
or organic change and represent begin- 
ning difficulty in organization. 


E. Erotic Manifestations. The examiner 
will wish always to inspect the three 
wholes for the presence of erotic details 
presented actually or symbolically. 

Windows drawn without panes at times 
seem to represent oral- and/or anal-eroti- 
cism, as well as feelings of hostility. The 
Tree drawn upon the crest of an arc-like 
hill seems frequently to represent an oral- 
erotic fixation, often coupled with a need 
for maternal protection. 

The chimney gives a subject who has 
a sexual conflict great difficulty when the 
subject “sees” it as a phallic symbol. A 
male, who was temporarily impotent, 
symbolized his unhappy plight by draw- 
ing with great care a massive chimney, 
then rendering it inadequate by decorat- 
ing it with a large diamond-shaped open- 
ing that penetrated it. 

Occasionally a subject draws a Tree 
which appears to depict a frank “pene- 
tration,” with the leafy structure the 
hirsute border of the vaginal orifice; the 
trunk, the penis. A psychopathic male 
who was afraid of his sadistic stepfather 
completed his Tree by drawing three up- 
ward pointing, spike-like branches (un- 
like any he had previously drawn). This 
was interpreted as expressing symbolical- 
ly a subconscious castration fear. 

In a number of instances pregnant 
women have drawn fruit Trees, or Trees 
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that are commonly regarded as “‘bearing- 
trees.” One mildly neurotic, pregnant 
subject recently stated that her Tree was 
maple, but when asked what her Tree 
reminded her of, she stated, “The fool 
thing’s trying to be an apple tree—.” In 
this fashion she symbolized her longing 
to look like the slim maple she had drawn ; 
and her concomitant fear of the respon- 
sibility of child-bearing. 

A male adult, maladjusted sexually, 
drew a nude male; omitted the genitalia ; 
spent a great deal of time decorating his 
Person with a large, deeply shaded neck- 
tie (phallic substitute). 

Often the erogenous zones (mouth, 
breasts, buttocks, etc.) of the body are 
over-emphasized ; and it is possible to de- 
tect certain psychosexual deviations, fixa- 
tions, and immaturities through interpre- 
tation and careful post-drawing interro- 
gation. 

In general, it appears that the franker 
the expression of sexual details, particu- 
larly when the subject is known to be or 
to have been of average intelligence or 
above and to have behaved in socially ac- 
ceptable fashion, the greater is the likeli- 
hood that such expression reveals a major 
personality disturbance. 


F. Consistency. The examiner will try 
to determine the relative consistency of 
the presentation of details within a given 
whole and among the disparate wholes. 
The examiner will certainly be suspicious 
if the subject exhibits scatter by making 
relatively copious use of detail for two 
of his wholes, while making scant use of 
detail for the third whole. 


II. Proportion 


It is believed that the reality and the 
relativity of the proportional values ex- 
pressed by a subject in his drawings of 
House, Tree, and Person reveal in many 
instances the values that the subject as- 
signs to the things, situations, persons, 
etc., that the drawings, or a part or parts 
thereof, represent for him actually or 
symbolically. 


A. Whole to Space. From the standpoint 
of deviation from the average, the ex- 
aminer will be interested primarily in two 
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‘types of space-utilization: (1) the whole 


that occupies an extremely small amoun: 
of the available space ; (2) the whole tha: 
occupies almost all of the allotted space, 
or may even have a portion of the whole 
actually chopped off by a border of the 
page. 

In the first instance there is ‘“whole- 
constriction” (the whole is unusually 
small—the whole, however, may be en- 
tirely consistent and well-proportioned 
within itself); in the second instance, 
there is “space-constriction” (constric- 
tion of the whole by the borders of the 
page ). 

“Whole-constriction” is usually inter- 
preted as indicating: a feeling of inade- 
quacy on the part of the subject; a defi- 
nite tendency to withdraw from the en- 
vironment (many schizophrenics appear 
to symbolize their limited interaction with 
their environments by drawing tiny 
wholes) ; or a desire to reject the particu- 
lar whole or that which it symbolizes for 
the subject (often rejection in a symbolic 
sense, as House for home, for instance). 

“Space-constriction,” on the other 
hand, may be interpreted: (1) as indi- 
cating a feeling of great frustration pro- 
duced by a restricting environment, con- 
comitant with feelings of hostility and a 
desire to react aggressively (which may 
or may not be carried out) ; (2) as repre- 
senting feelings of very great tension and 
irritability ; or (3) as indicating a feel- 
ing of helpless immobility (if, for ex- 
ample, the feet and/or a portion of the 
legs of the drawn Person are chopped off 
by the bottom margin of the form page). 

The size of the Tree in relation to the 
form page size is postulated as represent- 
ing the subject’s feeling of his stature in 
his psychological field. If the Tree is 
enormous, the subject is thought to be 
acutely aware of himself in relation to his 
environment in general and the sugges- 
tion is that he is aggressing or about to 
aggress. If the Tree is tiny, the subject 
is believed to feel inferior and inadequate, 
to be indicating a desire to withdraw. 


B. Segment to Whole. The examiner 
will search for marked proportional dis- 
parity between the size of a segment and 
the size of a whole. For example, there 
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is the extremely tiny door known as the 
“miniscule” door (described in Chapter 
3), a door that is far smaller in size than 
the average window in the House. This 
is interpreted as indicating reluctance on 
the part of the subject to permit access to 
his true feelings. 

A subject drew a Person with tremen- 
dously long and muscular arms (quite out 
of proportion to the rest of the Person), 
indicating the subject’s need for compen- 
satory physical prowess. Among college 
students of superior intelligence there has 
been found a tendency for the head of the 
Person to be drawn proportionally over- 
sized, indicating apparently a subconsci- 
ous stressing of the believed importance 
of the rele of mentation in human affairs. 

The P-factor value assigned (as 1, 2, 
or 3) will depend, of course, upon the 
relative proportional disparity between 
segment and whole. 


C. Segment to Segment. An example of 
a segmental malproportion : a maladjusted 
male adult subject drew one window of 
a House much smaller than the others on 
the first floor, stated in the P-D-I that the 
small window was the living-room win- 
dow (in this fashion he symbolized his 
expressed distaste for the company of 
others ). 

Mental deficients of the moron level 
tend to draw Houses with “double per- 
spective” (showing a sidewall flanked by 
both endwalls). The morons, perhaps 
sensing, at least in part, the fact that two 
endwalls and a sidewall cannot actually 
be seen simultaneously, tend to minimize 
the endwalls’ width, to emphasize the 
sidewall. Schizophrenics, however, when 
employing double perspective tend to 
overemphasize the endwalls greatly as to 
size (or by emphasizing their details), to 
produce a relatively small sidewall. The 
schizophrenic seems to regard the end- 
walls as protecting the centre (or side- 
wall) and thus symbolizes his own 
heightened tendency to protect the self. 

A dependent, inadequate, adolescent 
girl drew a Tree with a tremendous, but 
ill-formed branch structure which com- 
pletely dwarfed her tiny trunk (this was 
interpreted as indicating her feeling of 
basic inadequacy with concomitant over- 
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striving in an attempt to secure satisfac- 
tion from her environment). In one case 
(involutional melancholia) tiny, new- 
growth branches drawn protruding from 
a large and otherwise barren trunk were 
interpreted as indicating: (1) a reversal 
of the subject’s hitherto crippling belief 
that there was no use attempting to seek 
satisfaction from and in his environment ; 
(2) a probable sexual rejuvenation (this 
was supported by clinical evidence that in- 
tensive Testosterone therapy had had 
beneficial effect ). 

A manic woman indicated her ambi- 
valent attitude toward sex by drawing a 
Person with eyes and mouth that were 
over-emphatically feminine; nose and 
chin patently masculine; a Person whom 
she ultimately and laughingly said was an 
hermaphrodite. 


D. Consistency. It is not to be expected 
that inter-item or intra-item proportional 
relationships will be wholly consistent. 
Marked variations, however, are certainly 
to be regarded as highly suspicious, and 
the examiner should try to account for 
their presence. 


lil. PERSPECTIVE 


In general it is believed that through 
his employment of perspective, the sub- 
ject may reveal much concerning his at- 
titudes and feelings toward, and under- 
standing of the broader and more com- 
plex relationships he must make with his 
environment and those peopling it, and 
his methods of dealing with those rela- 
tionships. 


A. Whole to Space Relationship. When 
the matter of standardization of the 
H-T-P was first undertaken, one theoreti- 
cal assumption was that the individual 
of average intelligence would tend to 
“frame” the objects drawn by placing 
them more or less in the center of the 
page; experience, however, has by no 
means borne out this assumption. From 
a quantitative standpoint, the matter of 
lateral disparity (that is, the difference in 
width of the right and left borders) has 
been found to have no particular signifi- 
cance; only the vertical disparity shows 
any differentiation between various intel- 
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lectual levels (and that varies widely for 
the disparate wholes). The Tree, as a 
rule is placed higher on the form page 
than either the House or the Person. 

From the standpoint of personality 
differentiation, however, the placement of 
the whole upon the page has been found 
often to be significant. A tendency 
toward exact centering of the whole is 
usually interpreted as representing inse- 
curity and rigidity (symmetry of border 
space seems to provide a measure of se- 
curity for the subject) and the degree 
thereof to be indicated by the absoluteness 
of the symmetry and the number of 
wholes so presented. A strong tendency 
toward placement of the whole in the up- 
per left-hand corner of the page has been 
noted among subjects who are either 
rather markedly anxious or regressed and 
this pertains apparently even though the 
subject in question has had definite artis- 
tic training and ordinarily would pre- 
sumably never consider such placement. 
It is postulated that this placement indi- 
cates a tendency to shun new experiences 
and probably a desire to return to the 
past, since in our culture the upper-left- 
hand corner of the page represents the 
beginning point of the page. Perhaps the 
page’s corner offers symbolically the sort 
of security conventionally attributed to 
the corner of a room. 

A subject whose contact with reality is 
poor may sometimes symbolize that fact 
by drawing a House that either has no 
wall baseline, or is suspended without 
bottom wall-line over a groundline, or 
(and this appears always to be pathologi- 
cal) that consists of a roof and a fence 
only ; by drawing a Tree whose roots are 
only thin lines which make tenuous con- 
tact with the groundline, or one whose 
roots merely rest, like the talons of some 
large bird, upon the ground’s surface, and 
do not penetrate it. 

Usually the House, Tree, and Person 
are drawn as upright, with the first named 
in a reasonable state of repair; the latter 
two in fair condition. A schizoid patient, 
however, drew a rudimentary House 
whose chimney and roof were on the 
ground—blown down, she stated, by a 
tornado; her Tree was broken off half- 
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way up the trunk and the tip of the Tree 
touched the ground—again the tornad: 
had wrecked havoc. These productions 
were felt to express symbolically the sub- 
ject’s feeling of having been overwhelme:! 
by impulses utterly beyond her control. 
An epileptic patient drew his Person fall- 
ing in a seizure. 

A tendency has been observed among 
those who have aggressive and/or nega- 
tivistic tendencies to show their rejection 
of suggestion by refusing to accept the 
page in the position presented: for ex- 
ample, such a subject seems to feel that it 
is a sign of weakness to accept instruc- 
tions literally ; he seems compelled to turn 
the page, even though by turning it he 
alters the ideal vertical-horizontal dimen- 
sional relationship and makes his task 
more difficult. If such page turning oc- 
curs more than once, it is assumed to be 
pathoformic. 

Deviant use of the margin or margins 
of the form page is believed always to 
have significance. There are at least 
four possibilities: (1) “paper-chopping” 
which constitutes the amputation, so to 
speak, of a part of the drawn whole by 
one or more margins of the page; (2) 
“paper-topping,” in which some part of 
the drawn whole approaches the upper 
margin of the page, but does not appear 
to extend beyond it; (3) “paper-siding,” 
in which one or more parts of the drawn 
whole is extended to the page’s lateral 
margin, but apparently does not extend 
beyond it; (4) “paper-basing,” in which 
the bottom margin of the form page is 
used as the base of the drawn whole. 

Clinical experience thus far has ap- 
peared to indicate that the following in- 
terpretations may tentatively be made: 


1. “Paper-chopping” of one or more 
rooms of the House frequently sig- 
nifies an unwillingess of the subject 
to draw the room (or rooms) in 
question, because of unpleasant asso- 
ciations with that part of the House 
and/or its customary occupant; 
“paper-chopping” of the Tree’s top 
denotes a desire to seek in phantasy 
satisfaction denied in reality ; “paper- 
chopping” of the Person, as by am- 
putation of the feet, or the feet and a 














portion of the lower leg, appears to 
express the subject’s feeling of help- 
fess immobility in his environment ; 
“naper-chopping” of the top of the 
House or of the Person’s head has 
thus far not been seen. From a tem- 
poral standpoint “paper-chopping” of 
the left margin of the whole appears 
to connote a fixation upon the past 
with a fear of the future; “paper- 
chopping” of the right margin of the 
whole appears to indicate a desire to 
escape into the future to get away 
from the past. 

2. “Paper-topping” appears to indicate a 
fixation upon thinking and phantasy 
as a source of satisfaction. 

3. “Paper-siding” of a House (that is 
the use of the lateral margin of the 
page as a side wall line for the House) 
seems always to indicate a generalized 
insecurity ; and frequently to indicate 
also an insecurity which has (a) a 
specific temporal meaning (left, for 
past, right for future) and/or (b) 
a specific meaning associated with 
the use of the room or its customary 
occupant. “Paper-siding” for the 
Tree implies space constriction with 
resultant heightened sensitivity and a 
strong suggestion of aggressive-re- 
active tendencies which may or may 
not be well suppressed. “Paper-sid- 
ing” of the Person appears to indicate 
a basic general insecurity with, at 
times, a somewhat more specific tem- 
poral insecurity. 

4. “Paper-basing” of the drawn whole 

appears to connote: (a) a more or less 

generalized insecurity; (b) a depres- 
sion of mood tone. 


B. Whole to Observer. There are at 
least three approaches under this sub- 
head. The first is the apparent positional 
relationship of the viewer to the whole 
drawn; for example, there is the House 
presented from a bird’s eye viewpoint ; 
as if the examiner, so to speak, were 
suspended at a point somewhat above the 
House. Such a presentation is usually 
interpreted as representing: (a) rejec- 
tion of the House drawn, or (b) a re- 
jection by the subject of the somewhat 
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common tendency to glorify the concept 
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“home.” 

In a study made of drawings produced 
by a group of medical students, it was 
found that almost all the Houses were 
presented as if they were below the view- 
er. The medical students, as a group, 
were individuals who regarded them- 
selves (perhaps because of their scientific 
training) as being above the usual emo- 
tional and (to them) restrictive home ties. 

The Tree drawn below the viewer ap- 
pears always to symbolize depression or 
defeat. 

Persons are so rarely drawn as below 
the viewer that such presentation must 
always be regarded as pathoformic. 

In contrast there are the wholes drawn 
as if they were above the viewer, which 
might be said to represent a worm’s eye 
view. Such a presentation of the House 
usually represents: (1) a feeling upon 
the part of the subject either of rejec- 
tion from his home, or of striving toward 
a home or home situation which he feels 
he is unlikely to obtain; or (2) a desire 
to withdraw, to make only limited con- 
tact with other persons. 

A young mother who had only recently 
been widowed managed to produce a 
House, carefully fenced in, that gave the 
viewer the definite and weird impression 
that at one and the same time it was both 
above him and below him. This was in- 
terpreted as indicating the simultaneous 
expression on the part of the subject of 
her depressed mood tone and the feelings 
of longing for the reestablishment of the 
home situation that had been most pleas- 
ant for her (by worm’s eye depiction), 
and her reactive attempt to devalue that 
which was unattainable, at least at the 
moment (bird’s eye view). 

The Tree that is drawn as if partly up 
a hill seems to symbolize: (1) feelings 
of striving; (2) a need for shelter and 
security (partly provided by the side of 
the hill). The Tree drawn by itself on 
the top of a hill does not always indicate 
a feeling of superiority. On the contrary 
it may represent a feeling of isolation, 
concomitant with a struggle for auton- 
omy, since such a tree is exposed, subject 
to attack by the elements. 
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A second approach to analysis under 
this subhead is a consideration of the ap- 
parent distance between the viewer and 
the drawn whole. The distance may be 
indicated either by: (1) the extreme 
smallness of the object drawn, or by (2) 
the amount of details placed between the 
viewer and the whole. For example, a 
chronic alcoholic male drew a tiny cabin, 
could not content himself with drawing 
the cabin only, but felt compelled first to 
draw a number of trees near the House, 
next to draw a large river (with an In- 
dian paddling down it in a canoe) and a 
roadway between the House and the 
viewer. This depiction was interpreted 
as a clear expression of a strong desire to 
withdraw as far as possible from con- 
ventional society ; to live where he might 
dress and do as he pleased without fear 
of criticism. 

The third approach is the considera- 
tion of the position of the whole upon the 
page, and in this instance one does not 
refer to location on the page. To illus- 
trate, there is the House which is drawn 
with its side toward the viewer (note 
that in this case no door need be drawn). 
There is also the Person drawn in ab- 
solute profile (by absolute profile, one 
means a profile in which only one side— 
with one arm and. one leg—is shown; 
where there is not even the slightest sug- 
gestion of the existence of another side). 
Again, there is the Person who is drawn 
with the back turned to the viewer. 
Such presentations are interpreted as in- 
dicating the very definite reluctance of 
the subject to face his environment “four- 
square”; his definite desire to withdraw ; 
to hide his true inner self; to make con- 
tact on his own terms only. 

In contrast to the so-called “‘avoidance”’ 
positions described in the preceding para- 
graph there are the drawings of House, 
Tree, and Person in which there is no 
suggestion whatever of profile presenta- 
tion (it is possible to give the impression 
that a Tree is drawn full-face by draw- 
ing one- or two-dimensional branches 
which extend laterally only and which do 
not cover the trunk at all). When all 
three wholes are thus drawn in absolute 
full-face, it may apparently be assumed 
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that the subject is essentially rigid and 
uncompromising ; there is also the im- 
plication that this implied willingness to 
face everything squarely and firmly is a 
reaction formation to a basic underlying 
insecurity. 

Occasionally a subject will draw a 
House and/or a Person in profile the re- 
verse of which might be expected from 
one of his handedness. Sinistrals, for 
example, customarily draw Houses with 
the right end wall and the main wall 
showing, with the right side of the Per- 
son’s face toward the viewer; and dex- 
trals do the reverse. When the subject 
draws a profile view of House or Person 
which is the reverse of that which might 
reasonably be expected of him, he is be- 
having in deviant fashion, yet at the same 
time undertaking something which by its 
very nature must be difficult for him. 
This may be interpreted as representing 
the expression of hostile impulses which, 
however, the subject is striving to sup- 
press and/or sublimate. 

It has been found useful to attempt to 
appraise “temporal focus” (which may be 
interpreted as indicating the relative roles 
played by the psychological future and 
the psychological past in the subject’s 
psychological field) from the standpoint 
of the position of the whole upon the 
page. For example, the Tree’s trunk 
might show a definite leaning to the left 
near its base, with farther up a compen- 
satory leaning to the right. This might 
be interpreted as indicating a tendency 
upon the part of the subject (at an early 
age) to regress and (at a still later age) 
to over-compensate by fixation upon the 
future. Asa rule, however, the more re- 
fined aspects of temporal differentiation 
such as those indicated under Detail Se- 
quence and Detail Quantity appear to 
have greater significance than this some- 
what gross measure. 

Very recently it has appeared that in 
the drawing of the Tree and possibly the 
House, too, the space to the left of centre 
on the form page sheet may be interpreted 
as representing emotional dominance, that 
the space to the right of centre of the 
form sheet may be interpreted as repre- 
senting intellectual dominance. It is 


























postulated that contemplation of the fu- 
ture must necessarily involve intellection 
predominantly, that those items of the 
past which tend to dominate the psycho- 
logical field, in turn, are predominately 
emotional; however, it is not theorized 
that there is any sharp dichotomy here. 
It is suggested that the relative dominance 
within the personality of intellect and 
emotion may be partially estimated by the 
subject’s use of the right and the left of 
centre in his drawing of the Tree. This 
interpretation is still highly tentative. 
C. Segment to Whole. Deviations under 
this subhead show a failure of the sub- 
ject to draw segments in their usual posi- 
tional relationship to the whole. For ex- 
ample, there are: (1) the House drawn 
with a large pair of steps leading to a 
blank wall (indicating the inaccessibility 
of the subject) ; (2) the Tree drawn by a 
patient with advanced organic deteriora- 
tion in which only one of the several 
branches made contact with the trunk; 
(3) the female Person (drawn by a fe- 
male involutional melancholic) with the 
hands in pelvic-defense position, the legs 
crossed (symbolizing the subject’s de- 
fense against sexual approach). - 
The second major deviation is that of 
transparency. Here, reality is denied in 
effect by the subject’s permitting some- 
thing to be seen through something else 
that conventionally would conceal it. 
Examples are: (1) an arm through a 
sleeve; (2) items of furniture drawn 
within the House which are seen, not 
through a door or a window, but through 
the wall by virtue of what may be called 
“wall transparency.” The pathological 
significance of the transparencies appar- 
ently may be gauged in part by (a) the 
number of transparencies, (b) the mag- 
nitude of the transparency (for example, 
the second transparency mentioned above 
would be far more serious a transparency 
than the first). Since transparencies im- 
ply a definite lack of criticality on the 
part of the subject, they are assumed to 
give in those not mentally defective some 
indication of the degree to which the gen- 
eral personality organization is disrupted 
by the presence of emotional or organic 
factors, or both. 
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“Wall-transparency” in the mentally 
deficient is apparently occasioned by the 
subject’s basic lack of criticality ; the de- 
tails seen within the House in such jn- 
stances may be regarded as having the 
same interpretative status as the irrele- 
vant details drawn outside the House by 
more intelligent subjects who have a 
compulsive need to structure the situa- 
tion as completely as possible. The men- 
tally deficient subject by his use of in- 
terior details rather than exterior seems 
to point up his feeling of inadequacy in 
situations that are not thoroughly suppor- 
tive and protective. 

An irrelevant detail, such as a ground- 
line, may be considered under this head- 
ing. A groundline that slopes upward to 
the right has been found frequently to 
symbolize a subject’s feeling that he will 
be compelled to strive in the future; a 
groundline sloping downward to the right 
suggests a feeling that the future is un- 
certain and perhaps perilous (and the de- 
gree of feeling seems indicated by the de- 
gree of precipitancy of the line in ques- 
tion). A groundline that slopes down- 
ward and away from the drawn whole 
on either side may connote a feeling of 
isolation and exposure. 


D. Segment to Segment. In this particu- 
lar instance two segments of a given 
whole which usually bear a specific rela- 
tionship are presented in unconventional 
fashion. 

The Tree may be drawn so that it ap- 
pears to be two Trees, not one: the 
trunk’s base is not closed and the one- 
or two-dimensional branch systems are 
not actually joined although the branches 
may intertwine. Such a depiction would 
make the examiner suspect the presence 
of a strong intra-personal conflict. 

The Person may be presented with the 
body suspended over the legs; with the 
outer line of the trunk forming a junc- 
tion with the outer line of the leg, but not 
the inner line; or in some other fashion 
which like these does not provide “‘nor- 
mal” pelvic closure. Thus tar the author 
has never seen this inability to complete 
the pelvis exhibited by a subject who did 
not have a well-developed sexual con- 
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flict (and in most cases strong homo- 
sexual tendencies were present). 

The Person may be drawn with the 
feet and the legs in such position that the 
Person is apparently running in oppo- 
site directions simultaneously. Such a 
portrayal may be interpreted as depicting 
extreme frustration, with a strong desire 
to abandon a most unsatisfactory situa- 
tion. A medical student who was doing 
poorly in his work, and who felt torn 
between a strong need for achievement 
and a powerful desire to leave school, 
drew his Person with the body in pro- 
file: the head facing in one direction ; the 
shoulders and upper portion of the trunk 
in the opposite; the pelvis and the legs 
down to the knees facing in the original 
direction, the lower legs and feet in the 
opposite direction. 


E. Erotic Manifestations. In most in- 
stances erotic manifestations will take the 
form of frank or symbolic details. How- 
ever, it is possible for the subject to sug- 
gest erotic preoccupation by the perspec- 
tive employed and such employment of 
perspective may either suggest erotic pre- 
occupation, as in the drawing of a young 
woman whose stance strongly suggested 
an invitation to more intimate relation- 
ship ; or it may enhance already presented 
erotic details, as in the drawing of a nude 
female who was presented in full-face, 
standing with legs spread apart and with 
fingers spreading the vulva of the vaginal 
orifice. 

A psychopathic male adult drew his 
Tree so that it actually looked like a per- 
son sitting on a stump. On one side of 
the pseudo-human figure the buttocks 
were emphasized and on the other side 
was a projection that suggested an erect 
phallus. In the P-D-I the patient stated 
quite frankly that the Tree reminded him 
of a male, and he called the examiner’s 
attention to the anatomical characteristics 
aforementioned. 

An obsessive-compulsive neurotic fe- 
male who at once rebelled against femin- 
inity in general, and her own lack of 
physical charm in particular, drew a 
beautiful young girl with her dress so 
draped that the viewer got the impression 
that the figure had a large and erect penis. 


JOHN N. BUCK 


In the P-D-I the patient gave evidenc. 
which strongly supported the previous]; 
formed suspicion that she suffered wit), 
penis-envy. 


F. Movement. A subject can express 
by the drawing only frank movement for 
House, Tree, and Person. The frequency 
of such expression, however, is in the re- 
verse order, for obvious reasons. 

When a subject depicts his House in 
motion (and such movement must be 
catastrophic, as tilting or collapsing), the 
examiner will always regard such depic- 
tion as at least pathoformic, and usually 
pathological. 

Movement of the Tree expressed by 
the drawing only will usually be found 
to be violent motion, since only some 
powerful natural phenomenon or human 
destructive action can produce a distor- 
tion of the Tree’s position sufficient to 
suggest movement. A psychopathic male, 
who was reacting strongly and pathologi- 
cally to his attempted adjustment at the 
heterosexual level through marriage, 
drew a Tree that was leaning far over 
to the right with the lowest branches al- 
most touching the ground. This was in- 
terpreted as representing: (1) his feeling 
that forces in his environment were over- 
whelming him; (2) his very strong at- 
tempts to maintain adequate contact at 
the reality level (to maintain the integrity 
of his personality). 

Movement in the Person indicated by 
the drawing only, in contrast to that of 
Tree and House, and particularly the 
latter, need not be either pathoformic or 
pathological. On the contrary it can ex- 
press the subject’s feeling of satisfactory 
adjustment. Usually the type of move- 
ment (as skating, playing, working, 
fighting, etc.) will speak for itself. 

A patient with a markedly advanced 
paranoid condition presented himself for 
examination, because he felt that he might 
well need institutionalization. He drew 
a Person playing basketball, about to 
shoot a goal, but the Person’s back was 
almost completely turned toward the 
viewer and there was the strong sugges- 
tion that the Person was playing by him- 
self. Two weeks later this same patient 
drew a rigid, enormously - shouldered 
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boxer with his back turned to the viewer, 
and shortly thereafter he was _ institu- 
tionalized permanently. — 

In general, interpretation of movement 
is based upon the character of the move- 
ment : that is, whether it is mild or violent, 
voluntary or forced, pleasant or unpleas- 
ant, and so on. 


G. Presentation Method, The examiner 
is concerned here with two things: (1) 
the atypical use of methods of showing 
details by implication ; (2) the directness 
and reality of the methods employed. 

First, the examiner will wish to differ- 
entiate between the healthy use of the 
shading (to indicate foliage on the Tree 
by implication, for example) and the 
unhealthy use of shading (which is be- 
lieved always to be indicative of anxiety). 
The points to be considered are: (1) the 
amount of time consumed in the produc- 
tion of the shading; (2) the physical 
force with which the shading is produced ; 
(3) reinforced shading (shading returned 
to compulsively during this or subsequent 
wholes or the P-D-I). Healthy shading 
(shading used only for the presentation 
of details by implication) is produced 
quickly ; is drawn without heavy strokes ; 
is not returned to. 

There are several types of deviation 
from reality ; one may be called the eva- 
sive method. The subject may draw what 
appears to be a facade for the House 
(such a presentation gives no suggestion 
whatever of three dimensionality; ap- 
pears merely to be a sort of mask or 
“false-front’”). The subject may draw 
a “stick” Person only ; attempt to justify 
his refusal to draw as good a Person as 
he could on the ground that a “stick” 
Person is acceptable in cartoons. 

Another is the so-called “double-per- 
spective,” in which both ends and a side 
of the House are presented simultaneous- 
ly. Such a presentation by a subject of 
below average intelligence does not de- 
mand a “P” rating (though it obviously 
does so if the subject is, or has recently 
been, of average or higher intelligence). 

There is also what may be called 
“triple-perspective.” In this case the 
neurotic subject, by attempting to show 
all four sides of the House simultaneous- 
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ly, appears to symbolize: (1) his desire 
to know everything that is going on about 
him; (2) his over-concern with what 
those in his environment feel about him. 
He tries in short, to structure completely 
all superficial aspects of the self (regard- 
ing the House as a self-portrait). 

Those undergoing organic deteriora- 
tion find it difficult to maintain the con- 
cept of a three-dimensional House and 
produce instead what may be called a 
two-planed affair. Initially, the House 
is begun as if the conventional picture of 
a House were to be presented ; ultimately, 
however, the subject draws what is tanta- 
mount to a blueprint of the House. 

A definitely pathological presentation 
was that of an epileptic with mild organic 
deterioration who drew the front wall and 
a sidewall of a cabin—but they were not 
drawn as connected. He drew them sev- 
eral inches apart on his page, he said, be- 
cause the two walls of that cabin could 
not actually be seen simultaneously be- 
cause of thick undergrowth near the 
cabin. 

Occasionally a subject will from the 
beginning produce a blueprint or floor 
plan of his House. He should be per- 
mitted to complete it without comment 
from the examiner, for this type of depic- 
tion is markedly deviant from the aver- 
age, and the fact that it cannot be scored 
adequately from a quantitative stand- 
point is of little consequence. It appears 
always to show a severe conflict in the 
home situation. By this floor plan pres- 
entation the subject can structure the en- 
tire situation and, in effect, lay bare to 
the examiner the relationships involved. 
The tendency of such subjects to illus- 
trate their feeling toward the problems 
presented by the various rooms (living- 
room, meeting people; bedroom, sex; 
bathroom, elimination, hygiene, etc.), or 
their customary occupants by  uncon- 
sciously altering the rooms’ size, and oc- 
casionally their location, is startling. 

These evasions on the one hand and 
lapses from reality on the other in the at- 
tempt at representation of 3-dimension- 
ality, are perhaps in that order to be re- 
garded as potentially and actually patho- 
formic responses. 
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H. Consistency. Absolute consistency is 
not to be expected from the standpoint of 
perspective, since there are so very many 
opportunities for the expression of in- 
dividual differences (as a matter of fact 
absolute consistency is apparently patho- 
logical). Nonetheless one should expect 
a reasonable amount of consistency. Un- 
fortunately at the moment the term 
“reasonable amount” cannot be given a 
really satisfactory objective definition. 


IV. Time 


It is believed that an evaluation of the 
amount of time consumed by the subject 
and the use to which that time has been 
put during the drawing phase of the 
H-T-P and the subsequent P-D-I, can 
provide the examiner with information 
concerning the significance to the subject 
of the given wholes and the parts thereof. 


A. Total Time Consumed vs. Quality of 
Drawing. lf the drawing is of definitely 
superior quality, one need not be alarmed 
about the patient’s personality integration 
even though the patient consumes a rather 
great amount of time. The acid test is 
the answer to the question, “Do the num- 
ber of details and method of their presen- 
tation justify the time consumed?” If 
the answer thereto is, “Yes,” then the 
subject would not get a P rating on the 
score of time consumption. If the total 
time consumed (that is, the time for all 
three drawings summed up) is less than 
2 minutes, or greater than 30 minutes, the 
examiner should strongly suspect the 
presence of some abnormal factor in the 
absence of definite evidence to the con- 
trary. 


B. Whole vs. Quality. The criterion 
here is much the same as in the previous 
subhead, except for the fact that here we 
are referring to the wholes as individual 
wholes. If the answer to the question, 
“Is the amount of time consumed in pro- 
ducing this House, this Tree, or this 
Person, justified by the number of de- 
tails and the manner of their presenta- 
tion?” is, “Yes,” then no P factor is to 
be scored. 


C. Initial Latency. Anastasi and Foley 


(6), in their study of the spontaneous 
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drawings of the “abnormal,” found that 
the “abnormal” tended to have a longer 
initial latency than did the “normal.” 
Since, however, their subjects were per- 
mitted to decide what their first drawings 
would be, it cannot be assumed that the 
same relationship exists between the 
“normal” and the “abnormal” on the 
H-T-P. 

Thus far, evidence has tended to show 

that it is only the “abnormal” who re- 
quire a period of time in which to get 
“set,” so to speak, for the task before 
actually beginning to draw a given whole. 
If a subject does not begin to draw his 
House, or his Tree, or his Person within 
30 seconds after the instructions have 
been given, the examiner should regard 
the delay as pathoformic. Any such de- 
lay strongly suggests conflict, and the 
examiner will always try to identify the 
factors producing the conflict by careful 
questioning in the post-drawing interro- 
gation session. 
D. Intra-Whole Pause. An intra-whole 
pause is a definite cessation of the act of 
drawing (for more than a very few sec- 
onds at any time) once the task itself has 
been begun. An intra-whole pause of 
more than 5 seconds may apparently be 
regarded as prima facie evidence of con- 
flict, in the absence of convincing evidence 
to the contrary. 

The particular part of the whole being 
drawn, just drawn, or _ subsequently 
drawn, will usually offer some clue as to 
the cause of conflict. For example, sub- 
jects who are sexually maladjusted fre- 
quently pause for a considerable length 
of time once the waistline of the Person 
has been reached before they can bring 
themselves to draw the pelvis—the area 
of conflict. 


E. Comment Pause. The amount of 
latency time consumed by the subject in 
any spontaneous or post-drawing com- 
ment which the subject himself termi- 
nates abruptly and without completing 
should be noted. The amount of time 
in such an instance is the time that elapses 
between cessation of the comment and 
the resumption thereof. Follow-up in- 
terrogation is a “must” procedure in 
such instances. 
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F. Consistency. The examiner may ex- 
pect to find some reasonable consistency. 
But in estimating consistency of time con- 
sumption, he must take into consideration 
the fact that ordinarily the House and 
the Person require more time for ade- 
quate production than the Tree, since 
much of the last-named may be easily 
produced by implication, and since the 
number of details for the Tree (unless 
the subject is overly meticulous and in- 
sists upon drawing out carefully each 
two-dimensional leaf) is less than that 
for the other items. Any great con- 
sumption of time under any of the fore- 
going headings, however, may be pre- 
sumed to represent strong positive or 
negative personal feelings toward the 
actual whole drawn or some part of it, or 
the concept symbolically represented by 
the whole, or some part of the whole. 
Any extremely scant consumption of time 
appears to indicate rejection of the task 
and/or rejection of the object, idea, or 
situation symbolized by the whole for the 
subject. 


V. LINE QuUALITY 
A. Motor Control. 


The average person 
should have little difficulty drawing rela- 


tively straight lines. His “corners” 
should be rather sharply defined, and his 
“curved lines’ free-flowing and con- 
trolled. Impairment in motor control as 
shown by deviations from the foregoing 
description suggests some functional mal- 
adjustment of the personality, or some 
central nervous system disorder, with the 
degree of deviation a partial measure of 
the magnitude of the organic or the func- 
tional disturbance. It must be remem- 
bered, however, that individuals who have 
spent much of their lives engaged in 
heavy manual labor cannot be expected to 


manipulate as relatively delicate a tool as, 


a pencil or a crayon with anything ap- 
proaching the facility of a clerk, and the 
examiner must be careful not to assume 
that ineptitude due to occupation is symp- 
tomatic of organic nervous disease such 
as early arteriosclerosis. 


B. Force. Heavy black lines drawn by a 
subject who does not suffer from a cen- 
tral nervous system disorder are to be 
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appraised in accordance with the general- 
ity and specificity of their employment. 
For example: (1) if heavy lines are 
drawn throughout a given whole, the 
presence of a generalized tension may be 
presumed; (2) if such lines are used in 
the presentation of a specific detail within 
a whole, the examiner may presume (a) 
a fixation upon the object so drawn (the 
hand of a Person viewed as a source of 
guilt, for example) and/or (b) hostility, 
suppressed or overt, against the item 
drawn or that which the item symbolizes ; 
(3) if the heavy lines are the peripheral 
lines of the House, the Tree, or the Per- 
son, and other lines within those wholes 
are not as heavy, one may suspect that 
the subject is striving hard to maintain 
personality balance, a striving of which 
he is perhaps unpleasantly aware; (4) if 
the heavy lines are the endwall lines of 
the House or the trunk lines of the Tree, 
the suggestion seems to be that the pa- 
tient is struggling to maintain contact 
with reality and to suppress a tendency to 
secure satisfaction in phantasy; (5) a 
very heavy groundline is usually inter- 
preted as representing feelings of anxi- 
ety occasioned by relationships at the 
reality level; (6) heavy lines used only 
to outline the roof of the House suggest 
(viewing the House as a self-portrait) 
emphasis upon phantasy as a source of 
satisfaction with concomitant feelings of 
anxiety. 

Extremely faint lines, if they are em- 
ployed throughout the three wholes, are 
interpreted as indicating a generalized 
feeling of inadequacy accompanied by in- 
decision and fear of defeat. If the lines 
become progressively fainter from House 
through Person, one may suspect the 
presence of generalized anxiety and/or 
depression. If faint lines are employed 
only in the depiction of certain specific 
details within a given whole, they are be- 
lieved to represent a definite reluctance 
upon the part of the subject to express 
the detail (or details) in question because 
of what it (or they) represents actually 
or symbolically. 


C. Type. (The use of shading has been 
discussed under III Perspective G. Pres- 
entation Method, gq. v.). 
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The examiner will be interested first 
in answering the following questions con- 
cerning the characteristics of the lines 
employed by the subject: (1) “Are they 
interrupted or continuous?”, (2) “Are 
they always, or almost always, rigid and 
straight, or are they always, or almost 
always, flowing and curved ?” 

Persistent use of the sketchy, inter- 
rupted line, at best, appears to indicate a 
need for exactitude and meticulosity; at 
worst (and particularly if the line is 
drawn extremely slowly) it is a patho- 
formic sign. The rigid, straight line is 
frequently found to be an overt expres- 
sion of internal rigidity. Usually the 
curving line is a healthy sign although it 
may also indicate distaste for convention 
and/or restriction. 


The House, as a rule, 
requires straight lines. The Person gen- 
erally demands many curved lines. The 
Tree usually requires a combination of 
the two. Variation from the conventional 
type of line for a given whole is appar- 
ently pathoformic ; so also is marked type 
and force vacillation within a given whole. 


D. Consistency. 


VI. 

By criticality is meant (a) the critical 
attitude of the subject, and (b) the effort 
of the subject to do something about that 
which he has criticised as incorrect or 
inadequate. 

The ability to view one’s work objec- 
tively, to criticise it, and to profit by that 
criticism is one of the first intellectual 
functions to suffer from the presence of 
strong emotionality and/or organic de- 
teriorative processes. It follows, there- 
fore, that it should be profitable to ana- 
lyze the flaws identified by the subject in 
his drawing of House, Tree, and Per- 
son, to determine what remedial steps he 
took and how successful they were. 


A, Verbal. Verbal criticism, as the term 
implies, consists of criticism orally ex- 
pressed. It is of several types: first, 
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there is the type of spontaneous comment 
wherein the subject denounces the task at 
hand as unfair; second, the subject may 
attempt to excuse what he regards as his 
ineptitude, either by remarking that, when 
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he went to school, students were not 
taught to draw, or by stating that his 
hands have grown stiff with old age (or 
making some equivalent comment) ; 
third, the subject may say, “See! This is 
all out of proportion,” or, “I am nervous; 
look at how crooked these lines are.” 
Only the second and third are real criti- 
cisms, and only the third reveals real 
critical ability. Some comments of this 
sort are not uncommon. However, when 
they become excessive they are to be re- 
garded as pathoformic, particularly when 
there is no concomitant or subsequent at- 
tempt at correction of the verbally iden- 
tified flaw or flaws. 


B. Active. There may be: (1) abandon- 
ment of an incompleted whole with the 
resumption of the drawing elsewhere on 
the form page, without erasure of the 
abandoned whole. This is believed to be 
mildly pathoformic, since it constitutes a 
somewhat negativistic reaction on the part 
of the subject; (2) erasure without at- 
tempt at re-drawing. This is usually re- 
stricted to a single detail, one which ap- 
parently has aroused a strong conflict 
within the subject; he is able to produce 
the detail once, but not twice; (3) erasure 
with re-drawing: if the erasure with re- 
drawing results in improvement, it is to 
be regarded as a favorable sign. It may, 
however, be definitely pathoformic, if the 
attempts at correction are found to repre- 
sent hypermeticulosity, a futile attempt to 
attain perfection or there is erasure with 
subsequent deterioration of form quality, 
which would imply: (a) an extremely 
strong emotional reaction to the object 
being drawn or what it symbolizes for the 
subject; or (b) the presence of an or- 
ganic deteriorative factor; or both. 

Persistent erasure and redrawing of 
any part of a given whole strongly sug- 
gests conflict with that particular detail 
as an actuality or as a symbol. 


C. Conststency. It is assumed (and 
clinical experience appears to justify this 
assumption) that the well-integrated in- 
dividual’s self-critical attitude will re- 
main fairly constant throughout the pro- 
duction of the three drawings. Obvious- 
ly the drawings will vary greatly as to 
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meaning from subject to subject, the 
amount of detail needed for their satis- 
factory production, etc., will likewise 
vary, but there appears to be no reason 
why the standard of excellence set by the 
individual should not maintain its con- 
stancy, all else being equal. Absence of 
any effort at correction on the part of the 
person of an intellectual level of average 
or better is almost pathognomonic, unless 
the subject’s productions are of very high 
calibre. 













VII. Artritupe Towarp THE TASK 





It is presumed that an appraisal of the 
attitude exhibited by the subject toward 
the H-T-P as a totality will indicate his 
willingness to accept a new and perhaps 
difficult task ; that his attitude toward the 
wholes separately will be influenced by 
associations aroused by the specific whole 
or some part thereof. 


A. Whole Task. The continuum here 
begins with “reasonably willing accept- 
ance,” and branches off into two direc- 
tions: (1) through eager acceptance to 
hyperegotism ; and (2) through indiffer- 
ence, defeatism, and abandonism, to re- 
jection. Extreme variation from reason- 
able willingness must be regarded as sus- 
picious. Howover, mild changes in atti- 
tude are to be expected: for example, 
many individuals of average intelligence 
and well-integrated personalities rebel ini- 
tially, but gradually become more willing 
as they realize the task is not too great 
for their abilities. 


B. Specific Wholes. Marked variation 
from reasonably willing acceptance of 
any of the three tasks (House, Tree, and 
Person) is certainly pathoformic, and it 
may well be pathological. In the absence 
of conflict, frustration, etc., there seems 
to be no reason to believe that the sub- 
ject’s attitude toward the individual 
wholes will vary widely (it did not do so 
with the reasonably well-adjusted sub- 
jects of the quantitative standardization 
group). 



























VII. 


A. Amount. The examiner will wish to 
assess, albeit crudely, the drive of the 
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subject. He will be on the alert for evi- 
dence of psychomotor increase, decrease, 
or fluctuation (and the point or points of 
occurrence ). 


B. Control. The H-T-P, which tends to 
arouse great emotionality within the sub- 
ject and which affords the examiner an 
opportunity to keep the subject under 
close inspection (of which the subject is 
often not aware), should provide the ex- 
aminer with valuable clues concerning the 
subject’s stimulability and his ability to 
inhibit his impulses. 


C. Consistency. It is to be expected that 
the average individual will show mild 
fatigue by the time he has completed his 
Person. Marked fatigability, however, is 
certainly to be regarded as pathoformic 
and appears to indicate the presence of a 
depression of mood which may or may 
not be accompanied by some other ‘factor 
producing a diminution of efficiency. 

Marked psychomotor increase is pre- 
sumed to be pathoformic. It suggests an 
excessive stimulability with concomitant 
limited inhibitory power. A _ persistent 
psychomotor decrease suggests the pres- 
ence of an organic factor. 

Scatter is to be regarded as highly sus- 
picious. It may presumably be explain- 
able on the basis of the individual's re- 
action to the whole being drawn or dis- 
cussed or some part or parts thereof. 


IX. COMMENTS 


Comments may be either verbal or 
written. Written comments, which usu- 
ally consist of the names of persons, 
streets, trees, etc., or numbers, but which 
may also be geometric figures or inde- 
scribable doodlings that have significance 
to the subject, have thus far proven in 
almost each instance to be at least patho- 
formic. They seem to represent: (1) a 
general compulsive need to structure the 
situation as completely as possible (in- 
dicative of a basic insecurity); or (2) a 
specific compulsive need to compensate 
for an obsessive idea or feeling, which 
has been activated by something in the 
drawing or the post-drawing situation. 
Comments may be either spontaneous or 
examiner-induced. 
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It has been found to be most practica- 
ble to analyze comments in accordance 
with the particular phase of the H-T-P in 
which they are produced; as, drawing or 
post-drawing. It will be found that dur- 
ing the drawing phase most comments are 
spontaneous, since the examiner will at 
that time refrain as much as possible from 
doing anything that might interfere with 
any verbal expression by the subject 
which might be induced by the “pencil- 
release” factor. In the post-drawing 
phase, of course, most of the comments 
will be induced by the examiner’s direct 
or indirect questions. However, when 
spontaneous comments do occur in the 
post-drawing phase, they are usually 
found to be revealing. 


A. Drawing-Phase Comments. It has 
been found that the drawing of House, 
Tree, and Person and/or the subsequent 
discussion thereof frequently arouses in 
the subject strong emotional reactions as 
the result of which the subject is able or 
compelled to verbalize material which he 
has hitherto suppressed or found inex- 
pressible. It follows, therefore, that it 
can be highly profitable to analyze the 
comments of the subject made spontane- 
ously while he is engaged in the act of 
drawing his House, Tree, and Person, or 
discussing them in the P-D-I. 

(1) Volume. The complete absence of 
spontaneous comments may, in effect, 
offer supportive evidence to suspicion 
that the subject tends to withdraw ; how- 
ever, many persons with well-adjusted 
personalities make no spontaneous com- 
ments whatever. The pathoformicity of 
the absence of spontaneous comments 
may in part be assayed by a consideration 
of the subject’s general attitude toward 
the whole being drawn or discussed. Far 
more significant than the absence of com- 
ments are: (1) the presence of an exces- 
sive number of comments; and (2) the 
verbalization of material which at first 
sight may appear to be wholly irrelevant 
or bizarre. 

It is not uncommon to have subjects of 
dull-average, average, or even of above 
average intelligence, with relatively well- 
integrated personalities, resort to a num- 
ber of so-called “alibi” remarks, such as, 


“They didn’t teach drawing when I weit 
to school,” or, “I never could learn jo 
draw.” 


Occasionally while they are producing 


House, Tree, or Person, subjects will ex- 
press verbally feelings of anxiety, inade- 
quacy, and hostility in such volume that 
the examiner cannot reduce them to writ- 
ing verbatim. In such instances, how- 


ever, he will do all he can to record the _ 


major thema expressed. 
The following samples will give the 
reader an idea of what the examiner may 


get in the way of spontaneous comments 7 


at times. 


A 65-year-old psychoneurotic woman 7 


whose guilt feelings, obsessions, suspi- 


cions of her husband’s infidelity, etc. 7 
were so intense and so completely resis- ~ 
tive to psychotherapy and even shock 7 
therapy that a pre-frontal lobotomy was ~ 
to be performed upon her the following © 
day, had this to say while she was draw- 7 


ing her House: 


“That’s something I never did in my 7 
life is to draw. Shall I draw it this way? 7 
(horizontally) You wouldn't live in this. J 
You wouldn’t accept my architecture. 7 


You wouldn’t accept this.” 
Examiner : 


Subject: “I don't know whether the © 
foundation’s solid, to begin with and the 7 


windows—” 


Examiner (as patient becomes very 7 
tense and is visibly worried by her inabil- ~ 
ity to draw well): “Just do the best you © 


can; don’t worry too much about it.” 
Subject : 


same, 


and those steps ?” 


(At this point the subject began to use © 
an eraser as a ruler, and when she was | 
told not to do that, she tried to erase | 


everything that she had drawn before.) 


Subject : “Now where's my door? I've | 
got my windows in the wrong place. I'll | 
put my door here; how would that do, © 
doctor? Let’s see, would I be cheating i! © 
I looked to see which side the doorknob’s | 
on? Have some steps going up to it: / 


“Why do you say that?” a 


“You're very encouraging. 7 
Let’s see, my windows are not all the 7 
You wouldn’t accept me as a car- 7 
penter to begin with. Are you looking at ~ 
me? That’s what puzzles me, that roof! © 
How am I going to get my porch up there, © 
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would that be all right? There’s the 
foundation. Think it would be better 
architecture to have the small windows 
in the side? I believe it would. Is that 
a baby crying? Does it cry that way all 
the time? Not very neat construction 
that isn’t. Is this a test of your nervous- 
ness? Your neatness? It could be in- 
teresting if you didn’t get so nervous.” 

Examiner: “Why do you get nervous, 
Mrs. C.?” 

Subject: “It’s my nature—What time 
is it, have you any idea?—You wouldn't 
live in this; foundation’s not solid, not 
secure.” 

Examiner: “Why do you say that the 
foundation’s not solid ?” 

Subject. “It was built so quickly—in- 
secure—Oh, I envy anyone who can sit 
down and do what you are doing; be sure 
of it. What is it? I am the, master of 
my fate; the captain of my ‘soul? Do 
you suppose it could be done for me?” 

' Examiner: “Why do you think it 
couldn’t ?” 

Subject: “I think maybe it’s my age— 
I think the physicians know what they are 
doing, but at my age do you suppose you 
can get everything: back; those things 
that have been lost and to know at all 
times what you are doing?” 

Her constant reference to the founda- 
tion of her House symbolized her feeling 
that the foundation of her own home 
situation had been shattered either by her 
husband’s frank unfaithfulness or by her 
own suspicions—she was never sure just 
what the objective fact actually was. 

The outstanding symptoms, however, 
swere her marked distractability and her 
tremendous and painful uncertainty and 
feeling of inadequacy. 

These comments were made ‘at inter- 
vals during the 27 minutes, 35 seconds the 
subject took to draw her House. 

A 

A young man of above average intel- 
ligence who was exhibiting generalized 
anxiety, many phobias, and certain ob- 
sessive-compulsive reactions, made the 





























@ following comments while drawing his 





Tree: (1) “Copy? You want me to look 
at the paper and draw it?” (2) “I’d draw 
an evergreen, but you said you wanted a 











QUALITATIVE AND QUANTITATIVE MANUAL 383 








Tree.” Examiner: “Why do you feel 
that an evergreen is not a Tree?” A. 
“It'd be a devil of a lot easier for me; 
(at this point the subject erased all that 
he had drawn of the deciduous tree that 
he had originally begun to draw). I've 
tried drawing this before. I had a 
squirrel sitting out on a post at school.” 
(3) “Now if I was drawing a Tree and 
putting it in the yard of my house, that’s 
all the Tree I’d draw.” 

His first comment appears to represent 
his strong need to have all tasks specifical- 
ly defined at almost incredible length, for 
he had already drawn a House, and by 
this time he should have understood that 
the drawn wholes were to be of his own 
creation. The second comment confused 
the examiner at first, because it seemed 
almost bizarre. It was discovered in the 
P-D-I, however, that the particular ever- 
green that the subject drew for his Tree 
had been drawn by him many times be- 
fore; it reminded him very much of his 
mother, with whom he identified it so 
strongly that apparently he could not 
bring himself to regard his Tree-stereo- 
type as a Tree only. His last comment 
served to make formal identification of 
the location of the actual Tree of which 
his drawing was a reproduction. In the 
P-D-I it proved impossible for him to 
state definitely whether the drawn Tree 
was in the yard of his parental home or 
of his present home, which, in turn, seems 
to symbolize clearly his own “home- 
vacillation.” 

1 

A schizoid male, who was temporarily 
impotent sexually and who had tried to 
“lose himself” in his work for a number 
of years, had the following to say spon- 
taneously while he was engaged in draw- 
ing his Person (an elderly male invalid 
sitting in a bassinet-like chair, staring into 
a fireplace) : 

“Cartoon, or what?” The subject 
sighed while beginning to draw his Per- 
son's abdomen. A few seconds later the 


examiner noticed that the subject was ap- 
parently determined to draw a bust only, 
and repeated the original instructions to 
“Well, I'll see if 
The subject 


draw the entire Person. 
I can make it all in, then.” 
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sighed while drawing the lower vest line. 
While drawing the collar he commented: 
“Got the damned thing out of proportion. 
I'll make him a little runt like Carter 
Glass.” (Laughing.) The subject coughed 
and then hummed while drawing the eye 
and eyebrows. While he was drawing the 
mouth, he exclaimed: “Did you see that 
atrocious thing in Time? Somebody dug 
up a mummy 100 years old!” While he 
was shading the Person’s tie, he said: 
“T reckon this is an old man sitting in his 
chair with his bathrobe or blanket, or 
something on.” The subject then hummed 
and whistled a bit. During his drawing of 
the back of the fireplace, the subject re- 
marked: ‘‘Can’t you be any warmer than 
that looking at my fireplace?” His final 
comment, made while he was shading the 
hearth material, was: “Convalescent.” 

It will be seen that initially the subject 
expressed hostility by: (1) suggesting 
that he would like to caricature his Per- 
son; (2) ignoring the instructions to 
draw the whole Person. By the time. the 
Person was half-completed he was trying 
tentatively to make it appear that the pro- 
ceeding was of no particular import; 
might be regarded as a sort of unpleasant 
joke. At the end the subject had the 
drawn Person in his living-room ; almost 
acknowledged the Person as a self-por- 
trait. His prognostic comment, ‘“Con- 
valescent,” was later borne out clinically. 

These comments were made at inter- 
vals during the fifty minutes he took to 
produce his Person. 

A possible explanation of the dynamics 
of the “pencil-release” factor is the fol- 
lowing: When that particular element of 
the total personality which has been en- 
gaged in defending the Ego by suppress- 
ing verbalization of specific material be- 
comes occupied, so to speak, with the act 
of drawing, the previously suppressed 
material can be released for expression. 

t 
The continuum here 
through irrele- 


(2) Relevance. 
runs from superfluous, 
vant, to bizarre. 

A superfluous, spontaneous comment, 
for example, is the verbal definition of a 
part that demands no definition: as, “I'll 
put this necktie on him.” This appears 
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in many instances to be: (1) a manifes- 
tation of a need to structure the situation 
with more than average meticulosity, and 
thus to represent an underlying insecur- 
ity ; (2) an attempt to ease test-situational 
tension through verbalization. 


An irrelevant comment is one that h: is 


nothing to do with the immediate task at 
hand ; for example, “You say this is your 
first day here?” (Referring to a remark 


the examiner had made previously while 4 


establishing rapport.) Careful analysis 


of seemingly irrelevant remarks can be © 
psychoneurotic ~ 
“T always draw | 


well worthwhile: one 
young woman remarked, 
a Tree like that.” The remark was made 
in a peculiarly bitter tone of voice. 
post-drawing session the examiner ques- 


tioned the subject closely concerning this E 


remark and was rewarded by a vivid ac- 


count of a painful traumatic experience © 


that the subject had had some years be- 


fore in art school, and which she had con- 7 


cealed previously. 


Frankly bizarre were the comments © 
made by a catatonic schizophrenic while © 
she was drawing her House: “Eight days 7 
instead of one—seconds though—eight— ~ 
sixty seconds—leap year has sixty-five, | 7 
believe it does—Twenty days in March— 7 
(Made at varied in- ~ 
tervals as indicated by the dashes.) After © 
she had completed her drawing she wrote 7 


Imagine—Ingles.”’ 


“Has 60; Can’t 820 in March” 
form page. 
pathological. 

(3) Range. 


on the 


regarded as highly suspicious. 


ing. 
(4) Subjectivity. 


more or less speak for themselves. 


(5) Emotionality. Many subjects be- @ 
come highly emotional while drawing or | 


In the q 


This comment is patently 7 


A rather wide range of 7 
topics is not necessarily an unhealthy © 
sign, for all the topics may be relevant to © 
the drawing at hand, but a relatively wide ~ 
range of topics that is irrelevant is to be © 
An hypo- | 
chondriacal psychoneurotic woman, for 7 
example, gave what amounted to a rather © 
complete, but very disconnected, auto- | 
biographical sketch while she was draw- | 


Ideas of reference | 
and ideas of persecution often are given | 
rather free expression (due apparently © 
to the “pencil-release’” factor) and they © 
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during the post-drawing interrogation, 
presumably because of the expression 
(through drawing, or through verbaliza- 
tion, or both) of material hitherto sup- 
pressed. It is imperative that the ex- 
aminer make ag careful and complete a 
record as possible of any emotion ex- 
hibited by the subject no matter how 
minor it may be. 

. Any subject, no matter how well-ad- 
justed he is, may exhibit certain symp- 
toms of test-situation fright. However, 
neither persistent minor emotional ex- 
pressions, major emotional expressions, 
nor a marked flattening of affect is to be 
expected in the absence of personality 
imbalance or maladjustment. P-factor 
assignment will depend upon the inten- 
sity, duration, and type of the emotion 
shown by the subject. 


(6) Point of Occurrence. It is postu- 


lated that spontaneous comments never 
occur without some definite reason. It 
is believed that the most important single 
factor provoking a spontaneous com- 
ment is the part of the given whole which 


the subject has just completed, is work- 
ing upon, or is about to draw; or the 
question that has just been asked in the 
posi-drawing interrogation session. The 
amount of time that has elapsed may give 
the examiner a clue as to the degree of 
conflict existing. 

Closer investigation may reveal that a 
spontaneous remark which at first glance 
appeared to be innocuous is actually 
pathoformic. Spontaneous remarks, of 
course, are often significant of them- 
selves, but they are usually found to be 
even more meaningful when they are 
evaluated in reference to their point of 
occurrence. In short, a single comment 
may have more than one implication. 

It is not unusual to have a subject pro- 
test, perhaps even rather forcefully, 
against being asked to draw ; and it is not 
uncommon for him to make an immediate 
post-drawing-spontaneous comment, at- 
tempting to account for what he regards 
as the inadequacy of his production. 

All else being equal, those spontane- 
ous comments that occur some time after 
the drawing of a whole has been under- 
taken and before it has been completed 
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and during post-drawing interrogation 
are the most significant. 


B. Post-Drawing. The rather lengthy 
discussion of the P-D-I in Chapter 2 
should give a reasonably comprehensive 
picture of the specific purpose of the 
P-D-I. However, it has been found well 
worthwhile to analyze the subject's re- 
sponses, both spontaneous and examiner- 
induced, made during the post-drawing 
phase from the standpoints described in 
some detail below : 

(1) Volume. The absence of a com- 
ment in the P-D-I is certainly pathologi- 
cal, for the examiner is engaged in direct 
questioning. The answer, “I don’t 
know,” is not to be construed as no an- 
swer; but neither may it be accepted as a 
satisfactory answer. Since the questions 
are specific, and at times restrictive, that 
which constitutes a terse or a verbose 
answer is not the same for all 64 ques- 
tions. One might be surprised to receive 
a more wordy answer than, “Man,” or, 
“Woman,” to the question, “Is that a 
man or a woman?’ But it would be 
strange indeed if one received less than 
several words in response to the question, 
“What is he thinking about?” In short, 
relativity enters into the matter of inter- 
pretation to a very great extent. 

The longest spontaneously produced 
series of comments that the author has 
ever experienced was made by a mark- 
edly psychoneurotic male, who, after he 
had answered question T22, went into a 
trance-like state and free associated to the 
extent of several thousand words con- 
cerning his drawn Tree and a picture con- 
taining several trees (none of which re- 
sembled the Tree he drew) which was 
hanging on the wall of the examining 
room. 

(2) Relevance. A_ superfluous re- 
sponse is, “Yes, that’s a man; you can 
tell because he has a mustache,” in re- 
sponse to Pl. An irrelevant response is 
the answer of a pre-psychotic to P2, “A 
hundred years old; I’m 27 myself.” A 
frankly bizarre response was the reply 
given to H14 by an excited patient, “All 
kinds of weather. It’s snow, summer, 
fall, rain, dry, everything !” 

(3) Range. In _ post-drawing inter- 
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rogation, the range of response is more 
or less restricted, at least theoretically, by 
the questions themselves. Any wander- 
ing afield is to be regarded as possibly 
pathoformic. 

(4) Subjectivity. The attempt here is 
to determine the degree of identification 
of the subject with any of the drawn 
wholes and the character of that identifi- 
cation. An adolescent psychopathic male 
had drawn a Tree that had many mascu- 
line body characteristics ; protruding from 
the trunk of the Tree was a short branch 
which resembled an erect penis. Regard- 
ing the Tree as a self-portrait, there ap- 
peared to be overemphasis by the sub- 
ject of his presumed object of preoccu- 
pation. In answer to T10, the subject 
responded immediately, “I’m looking 
down at it.” And he placed strong em- 
phasis upon the word it. 

(5) Reality. As was suggested, at 
considerable length in the discussion of 
the P-D-I in Chapter 2, the subject’s re- 
sponses in the P-D-I can provide the ex- 
aminer with information concerning the 
subject’s grasp of reality which, in turn, 
will aid in the appraisal of his general 
adjustment and also of his level of intel- 
ligence. Particularly helpful in this con- 
nection are the subject’s responses to 
questions P1, P2, P6, T1, T6, T10, T12, 
T16, Hl, H2, H7, H8, T20, T22, P12, 
P14, and his responses to the supplemen- 
tary questions P18, T23, H15, and P20. 

-(6) Emotionality. Emotional mani- 
festations are seen somewhat more fre- 
quently during the post-drawing question- 
ing than during the production of the 
drawings themselves. Apparently the 
emotional expression occurs at this par- 
ticular stage more readily than before be- 
cause of the fact that hitherto suppressed 
material has been tapped. In some in- 
stances something closely akin to an 
abreaction seems to take place. 

Major emotional manifestations, per- 
sistent minor emotional manifestations, or 
any marked flattening of affect, may be 
presumed to be highly suspicious. Indi- 
rect expressions of emotionality (and 
their presumptive cause) may be indi- 
cated by the responses to the supplemen- 
tary questions beginning with H17. They 


have been rather completely discussed in 
Chapter 2, q. v. 

Into his post-drawing comments about 
the Person, the subject will be found 
often to give direct expression to his own 
feelings and his attitudes toward inter- 
personal relationships, both specific and 
general. 

(7) “Life.” The average, well-ad- 
justed person sees his House as occupied 
(that is, containing some living being), 
the Tree and the Person as living. Re- 
sponses on the P-D-I which indicate that 
the subject sees the House as temporarily 
unoccupied or deserted, the Tree as dy- 
ing or dead, and the Person as unhealthy, 
dying or dead, appear to be definite indi- 
cations of maladjustment and the lesser 
the degree of “life” ascribed to a given 
whole, and the greater the number of 
wholes which the subject sees as deviat- 
ing from a “normal” state of “life,” the 
greater may be suspected to be the degree 
of maladjustment of the subject. 

(8) Movement. In the discussion of 
movement as actually depicted by and in 
the drawing itself (see subhead F under 
Perspective in this chapter), it was sug- 
gested that the House and the Tree had 
to be distorted markedly in order for 
movement therein to be expressed pic- 
torially, and that such expression im- 
plied a major disturbance of personality. 
It was pointed out, however, that the Per- 
son’s movement as shown pictorially did 
not necessarily involve any distortion— 
that its diagnostic significance depended 
on the quality of movement which might 
be determined only on the basis of the 
subject’s response to questions on the 
P-D-I which would define the character- 
istics of the movement. For example, the 
examiner cannot assume that a given sub- 
ject is relaxed and comfortable in most 
inter-personal relationships simply _ be- 
cause he draws a Person obviously smil- 
ing and justifies his affirmative answer to 
P13 by calling attention to the smile, for 
follow-up interrogation may reveal that 
the drawn Person is smiling, “Because 
he’s just killed his father whom he hates.” 

In his response to questions T11, 12, 
and 14 and to H14, the subject is afford- 
ed an opportunity to express feelings of 
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“<nduced” motion in the House and the 
Tree, and to assign to them certain values 
which may indicate clearly whether he 
feels the motion to be unpleasant or 
pleasant, compulsive or more or less vol- 
untary, destructive or stimulating, etc., 
and from the characteristics which he as- 
signs to the motion and his description of 
the causative agent, deductions may be 
made concerning the subject’s feelings of 
pressure, rigidity, flexibility, and the 
probable source thereof in the areas pre- 
sumably tapped by the given whole. 

For example, a well-adjusted adult of 
average intelligence stated in response to 
question T11 that it was clear and 
warm; to T12, that a mild breeze was 
blowing; to T14, that the breeze was 
gentle and balmy. In sharp contrast are 
the replies of a deteriorated organic to 
the same questions: he said that a March 
gale was blowing; the wind was bitter 
cold; it would probably damage the Tree. 

A catatonic schizophrenic, who had 
drawn an erect penis in the process of 
ejaculation for her Person, stated that she 
saw it moving in all directions and found 
it most exciting. 

In general the examiner should view 
with suspicion responses which indicate 
extremes of weather (bad or good) in the 
drawings of all three wholes. 

(9) Cathexis. From the subject’s re- 
sponses to post-drawing interrogation, the 
examiner can often glean valuable in- 
formation concerning the ideas, situa- 
tions, objects, people, etc., that the sub- 
ject cathects, and their positive or nega- 
tive valence will usually be apparent. 

(10) Consistency. Consistency is least 
likely to be found in the post-drawing re- 
sponses. The well-integrated individual, 
as a rule, presents in the post-drawing 
interrogative phase (as he does in general 
life) a reasonably consistent picture ; so, 
at times, does the grossly maladjusted in- 
dividual, but the examiner is not likely to 
be misled thereby. 


C. Associations. (1) Number. There 
are very wide individual differences 
among well-adjusted people in the num- 
ber of associations produced in reply to 
the post-drawing questions in general, 






































QUALITATIVE AND QUANTITATIVE MANUAL 


- non-belonging) ; 


387 


and to questions H9, H10, T17, T18, P9, 
P10, P18, T23 and H15, in particular. 

(2) Relevance. A mildly irrelevant 
association is the reply to P9, “It reminds 
me of a fourth-grader trying to draw.” 
A frankly bizarre association to H9 was 
given by a schizophrenic of long-standing, 
who replied, “Well, it makes you think of 
a picture, silver pictures.” Examiner: 
“Why do you say that?” Answer: ‘Kite 
flying, mosquitoes.” The examiner, 
“What do you think of when you think 
of House?” Answer: “Cinnamon, I 
taste it.” Examiner: “Do you like the 
taste?” Answer: “Man, children.” 

(3) Conventionality. Of a group of 
thirty-eight medical students, twenty-one 
indicated that to them House meant home. 
For Tree, the most frequent response 
was some specific type of tree, with 
shade closely following in incidence. For 
Person the greatest number of responses 
(16) might all be grouped under the 
heading “opposite sex,” (which would in- 
clude girl, fiancée, and woman). 

Significant responses are, for H10: “A 
place to live” (indicative of a feeling of 
for T17: “Lumber” 
(only dead or destroyed Trees become 
lumber); “Shelter” (need for protec- 
tion); “Forest” (the interpretation of 
this response must depend upon further 
interrogation ; one would wish to know, 
for example, whether forest implied a 
need for the company of contemporaries, 
or whether it had a fearful or oppressive 
feeling-connotation). A pathological re- 
sponse to P16, given by a strongly para- 
noid subject was, in part, “—most people 
are natural enemies through a mistake or 
error. Well, I’d better skip that. Just 
keep rubbing you the wrong way—to be 
simple.” 

(4) Subjectivity. The examiner is 
interested primarily in determining the 
degree of self-reference exhibited by the 
subject in his associations. One definite- 
ly maladjusted subject replied in response 
to HY, “The future!” At first sight this 
did not seem to be an unusual reply for 
the examiner assumed that the subject 
meant that she would like sometime in the 
future to possess such a House, but real- 
izing that in the P-D-I nothing may be 
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taken for granted she continued with: 
“Why?” to which the subject made no 
reply. The examiner then asked: “What 
ideas come to your mind? Tell me any- 
thing at all, even if they are vague.” To 
this the subject replied indignantly, ““They 
are not vague ; not at all! I think of writ- 
ing as well as possible all the books I 
want to write. I don’t care if they sell; 
I don’t care if they are popular—as long 
as ] know they’re good. Whether they 
appeal to the average reader or not is 
irreverent!” 

Another subjective (and revealing) re- 
sponse was the one made by a chronic 
alcoholic male, who said in answer to P10, 
“Well, I told you, Mr. Buck, he’s waiting 
for his father to go over for the mail so 
he can get a bottle of beer. And the 
fence is over here. You can’t see me, 
but I’m waiting for a bottle of beer too!” 

(5) Feeling Tone. Bitterness, hate, 
fear, and other negatively-toned cathectic 
reactions speak for themselves and are to 
be assigned P factor symbols in accord- 
ance with their adjudged severity. 

(6) Consistency. As previously stated, 
one need not expect too great or rigid 
consistency. 

In attempting to assay the significance 
of certain responses in the P-D-I, the ex- 
aminer must bear in mind that if it has 
been necessary to rephrase a question a 
number of times and/or to prod the sub- 
ject considerably in order to get a reply, 
the subject’s response must be appraised 
carefully indeed before much credence is 
placed ih it, because it may (1) be the 
result of direct suggestion, or (2) a sort 
of desperation answer given in order to 
ward off further questioning along that 
particular line. 

The examiner must be very careful lest 
he come to depend too much upon re- 
sponses to the P-D-I and in the process 
overlook much of value from an. inter- 
pretative standpoint within the drawings 
themselves. Subjects who have difficulty 
verbalizing or who flatly reject the P-D-I 
are not therefor to be assumed to have 
sterile H-T-P’s by any means. 


X. CONCEPTS 


Once the examiner has. completed his 
analysis of the subject’s free-hand draw- 


ings of House, Tree, and Person and his 
comments, both spontaneous and exam- 
iner-induced, concerning them, he will 
wish to synthesize the material thus 
gleaned and draw deductions concerning 
the subject’s concepts of himself (view- 
ing the whole as a self-portrait in each 
instance) and the concepts the subject has 
produced in solution of the problem pre- 
sented by his drawing a House, a Tree, 
and a Person. 


A. Content. I. House. Viewed as a 
self-portrait the subject’s drawing of a 
House may provide the examiner with 
insightful material concerning : 


(1) The subject’s psychosexual ma- 
turity and adjustment. A: female college 
professor, whose sexual maladjustment 
was made patent by the history and facts 
obtained from other sources, exhibited 
great difficulty dealing with sex symbols 
in her drawing of a House (her own in- 
cidentally). She could not, for example, 
permit the triangular window (female 
sex symbol) which is actually over the 
door of her home (and which she origi- 
nally drew) to remain, but felt compelled 
to obscure it with lattice work. While 
she was drawing the triangular window, 
she remarked, “That damned window!” 
She found herself unable to draw the 
chimney (male sex symbol) at all. She 
expressed anxiety (through line-quality ) 
in drawing the window of her bedroom. 

(2) The subject's accessibility. <A 
psychoneurotic female drew her House 
high up on a hill far from the road, 
reached by a winding devious pathway. 
There was a high picket fence about the 
yard, the gate of which was closed; the 
tiny steps made inadequate contact with 
a small door—a door which was one of 
the last items of the House to be drawn. 

(3) The subject's contact at the level 
of reality. 

The detail sequence and the emphasis 
upon groundline, ground floor windows, 


doors, and so on, appears to have a rather | 


high degree of correlation with what may 


be called the permeability of the periph- | 


eral boundaries of the self or the sub- 


jects grasp of and interactability within | 


reality. The more closely the detail se- 


quence, the line quality, and the pro- | 





ss ck > et 


~~ weer ~*~ 


a oho a cr sees Gh 


as 


et ee a | | i a i ee 


a. ae wee ee | 


QUALITATIVE AND QUANTITATIVE MANUAL 


portional and positional relationship of 
the details approaches the average, pre- 
sumably the better adjusted the subject 
is at the reality level. 

(4) The subject’s feeling of intra- 
personal balance. An adult male pre- 
psychotic subject indicated his feeling of 
disorganization by his markedly atypical 
detail presentation sequence (a deviation 
which was completely obscured in the 
completed whole). He showed by his 
over-emphasis of the so-called border- 
lines (the end-wall lines, the roof lines, 
baseline) of the House his feelings of 
anxiety concomitant with his striving to 
maintain personality integrity. 

A schizophrenic subject expressed his 
own personality disorganization by draw- 
ing a House that consisted of windows, 
door, chimney, roof, and so on, but the 
details had no connected relationship. 

(5) The degree of rigidity of the sub- 
ject’s personality. A markedly anxious 


psychoneurotic indicated his great rigidity 
by: (1) drawing his House framed ab- 
solutely by the page’s borders; (2) the 


over-meticulosity with which he drew; 
and (3) the definitive hair-splitting he 
exhibited in his spontaneous comments. 

(6) The relative roles played by the 
psychological past and future in the sub- 
ject’s psychological field. Viewing the 
right side of the form page as the future, 
and /eft side of the form page as the past, 
at times it is possible from an analysis of 
detail volume, sequence, and emphasis, 
perspective, and so on, employed by the 
subject to secure worthwhile information 
concerning what may for brevity’s sake 
be termed “temporal dominance.” Evi- 
dence indicating that the psychological 
past plays a major role in the psychologi- 
cal field suggests a crippling’ fixation on 
events of the past ; dominance of the psy- 
chological future suggests unhealthy 
striving toward possibly fictive goals. 

The second approach to the considera- 
tion of each whole is to appraise it in the 
light of the quality of the concept evolved 
by the subject as a solution to the prob- 
lem presented him by the drawing of a 
House. 

The House, a dwelling place, and as 
such usually the scene of the most inti- 
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mate and satisfying or stressful and con- 
flictual inter-personal contacts, symbolizes 
for most subjects: 

(1) Home as it now is. Actually, of 
course, this will be as the subject “feels” 
it to be, for a subject almost never re- 
produces his home exactly. 

(2) Home as the subject would like it 
to be. Medical students, for example, 
frequently draw what might be called 
“mansions,” which appears to be an ex- 
pression of their recognition of the social 
status conceded the physician in society 
today. 

Since the subject’s drawing of the 
House is frequently a composite picture 
of several houses, his House may be 
found to represent: 

(1) An unsatisfying home of the past. 
A psychoneurotic male drew a log cabin 
in which his father (toward whom he had 
highly ambivalent feelings) had been 
born. The patient expressed himself as 
incensed that his father had been born 
there instead of in the large brick house 
which the family also owned. The sub- 
ject felt that this relatively humble place 
of birth somehow degraded him. 

(2) A satisfying home of the past. A 
mildly schizoid physician drew the home 
of his childhood with painful care; made 
spontaneous comments that expressed a 
strong desire to be able to return to that 
home (and the boyhood state) where he 
had been so happy and felt so secure. 

(3) The subject's attitude toward his 
family and/or his interpretation of his 
family’s feeling toward him. For ex- 
ample, a maladjusted male expressed his 
hostility toward, and his rejection of, his 
mother by markedly diminishing the size 
of the window of her bedroom and by 
stating that he would take the room in 
the House farthest from hers. An epi- 
leptic male indicated his feeling of re- 
jection by his family by drawing a gar- 
age for a House. A psychopath indicated 
his feelings of being rejected by his fam- 
ily and his willingness to forgive by 
drawing a small figure (which he said was 
himself) in the doorway of the House. 
He had his arms outstretched toward four 
persons on the walkway who had their 
backs turned toward him. He identified 
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the four figures as sister, mother, father, 
and brother (the last named was dead, 
incidentally ). 


II. Tree. Viewed as a picture of the 
subject himself, the drawn Tree appears 
to represent : 

(1) The subject’s subconscious picture 
of himself in relation to his psychological 
field in general. It is believed that the 
Tree is peculiarly well adapted for such 
projection since malformation and dis- 
tortions of growth and form, which by 
their very nature would be seen conven- 
tionally as strongly crippling in the draw- 
ing of a Person and would, therefore, 
presumably arouse defensive reactions 
within the subject, serve merely to lend 
realism to the drawing of a Tree. 

To recapitulate very briefly that which 
has already been said at rather extensive 
length elsewhere in this chapter: the 
trunk of the Tree seems to represent the 
subject’s feeling of basic power; the 
branches by their size and their positional 
relationship to the trunk and the drawing 
form page appear to indicate the sbject’s 
satisfaction-seeking resources; and the 
inter-relationship of the branches seems 
to express the flexibility and the organi- 
zation of the modes of satisfaction-seek- 
ing available to the subject. 

The interpretation of the root struc- 
ture produced by the subject (whether 
voluntarily in the drawing phase or as the 
result of the examiner’s request in the 
P-D-I) is not clearly established. It be- 
gins to appear that for most subjects the 
root structure represents at a more super- 
ficial level: (1) sources of elemental satis- 
faction; (2) stabilizing strength within 
the personality; and (3) at a somewhat 
deeper interpretative level, basic, elemen- 
tal drives. 

A psychoneurotic young woman drew a 
Tree that was a shattered, jagged trunk 
only, completely without branch struc- 
ture. Later she stated that this seemed 
to her to symbolize her own unfulfilled 
and undeveloped life. 

A very paranoid male, of high intelli- 
gence, who correctly felt that he might 
soon need institutionalization, drew a 
Tree that had a solid, sturdy trunk ; pow- 
erful roots; huge branches that stretched 


out defiantly and rigidly, but were not 
well drawn from a proportional stanc- 
point; which clearly indicated strong 
feelings of environmental pressure. At 
the end, he contaminated his Tree by re- 
sorting to very poor use of shading. In 
this attempt to use shading as implica- 
tion, he expressed strong anxiety. Two 
weeks later (at which time his institution- 
alization had become necessary) he drew 
a tremendous (in proportion to form 

ge size) weeping willow with only the 
trunk lines closest to the ground showing 
any definite force as far as line quality 
was concerned. The entire Tree gave the 
impression of limp, hopelessly rigid de- 
feat in striking contrast to the Tree of 
two weeks before which seemed to ex- 
press rugged defiance. It is seldom in- 
deed that a set of drawings exhibits such 
marked basic personality changes occur- 
ring in so brief a period of time. 

Organic subjects tend to draw a one- 
dimensional Tree of stereotyped form, 
which appears to express graphically 
those subjects’ basic feeling of inade- 
quacy, incompetency, and progressive loss 
of efficiency. 

(2) The subject's subconscious picture 
of his development. Scars, broken 
branches, and the like, seem to symbolize 
traumatic episodes which the subject feels 
were scarring. Variations in growth as 
indicated by unusual trunk size fluctua- 
tions, variations in branch symmetry, and 
so on, have been found to represent pe- 
riods in the subject’s past in which the 
environment was psychologically rich or 
poor from the standpoint of affording him 
satisfaction and stimulation. 

(3) The subject's psychosexual level 
and maturity. A male patient with strong 
homosexual impulses seemed to indicate 
his bisexuality by drawing a Tree that 
had an unusual admixture of feminine 
and masculine characteristics ; in the post- 
drawing interrogation session he verbal- 
ized his ambisexual attitudes freely. 

A young female adult, with a well- 
developed character neurosis, drew first 
a sturdy trunk the shape of which ap- 
peared to be an almost photographic re- 
production of a penis. After a brief 
pause, during which she exhibited strong 
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signs of tension, she hastily covered the 
upper portion of the trunk with curving, 
hair-like lines. The final production sug- 
gested “penetration” strongly. — 

(4) The subject's contact with reality. 
A markedly withdrawn subject indicated 
his preference for phantasy (and his re- 
jection of reality) as a source of satis- 
faction by drawing his Tree with the 
trunk suspended above the groundline, 
with some tiny, one-dimensional roots 
providing the Tree’s only contact with the 
ground, and with the Tree decapitated, so 
to speak, by the upper edge of the form 
page. <x 

(5) The subject's feeling of intra- 
personal balance. A young female adult, 
who shortly afterward developed 
schizophrenic psychosis, indicated her 
feeling of impending disorganization of 
personality by drawing a Tree that was a 
most unusual mixture of diverse types of 
branch-structure depiction, one-dimen- 
sional, two-dimensional, implication, all 
without any real interrelationship. 

The examiner can learn much con- 
cerning the subject’s level of concept 
formation from both a quantitative and 
qualitative standpoint by an appraisal of 
the Tree as something besides a portrait 
of the subject. 

The Tree may represent, for instance: 

1. Some person other than the subject. 
A psychoneurotic male, for example, 
free-associated at tremendous length con- 
cerning his drawing of the Tree which, 
to him, so closely resembled his paramour 
as almost to be a portrait of her. In his 
verbalization he exhibited the intense 
guilt that his extra-marital sexual rela- 
tions with the girl have occasioned him. 

A deteriorated epileptic male who had 
difficulty at times in differentiating be- 
tween his clergyman father: and God, 
symbolized his feeling of relative impo- 
tence by drawing first a towering fir Tree 
(which was later found to stand for his 
father) and then a shadow cast by the 
Tree upon the ground to one side (in the 
P-D-I, the shadow, was discovered to 
represent the patient himself). A young 
male subject, who felt completely rejected 
by his mother, stated that his oak Tree 
looked like a woman with her back to 
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him. <A badly maladjusted young boy 
felt compelled to draw two Trees; a de- 
ciduous Tree to the left, a fir Tree to the 
right. He then reversed the conventional 
sexuality of the Trees by saying that the 
deciduous Tree was his father, the fir 
Tree, his mother (in this reversal of 
sexuality he expressed somewhat cyni- 
cally his view of the respective mascu- 
linity of his parents, and this view was 
later found to be correct ). 


III. Person. The Person as a living, or 
recently living, human-being lends itself 
well, of course, to direct self-portraiture, 
to projection of body-feeling, etc., but 
the very fact that it is a person at times 
arouses such intense feeling within cer- 
tain paranoid and/or psychopathic sub- 
jects that they will flatly refuse to attempt 
to draw it. 

Viewed as a portrait of the subject, the 
drawn Person may represent: 

(1) The subject as he now is. Cos- 
metic flaws, physiological distortions, etc., 
are often reproduced faithfully and ex- 
actly (but the subject will usually repro- 
duce them upon his drawn Person as if 
the drawn Person were his mirror-image ; 
for example, if the subject has a finger 
missing from his /eft hand, the drawn 
Person will have a finger missing from 
his right hand). 

A female college professor who was 
badly maladjusted sexually, drew for her 
Person a small girl holding a doll. In 
the P-D-I the professor first said that 
her drawn Person was a child in a fashion 
magazine. She soon amended this, how- 
ever, to say that it was an artist’s por- 
trait of his daughter. Actually it would 
be difficult for one to find a more accu- 
rate, though obviously hypercritical, self- 
portrait, for if the subject were a small 
child, she would be free from the threat 
of sexual intercourse, and as a small child 
she could rule her dolls as dictatorially as 
‘she once ruled her children. In addition, 
she would be free from all adult respon- 
sibility. The subject’s well-known fond- 
ness for exhibition of herself socially is 
indicated by the “posing” child. 

(2) The subject as he feels. An adult 
epileptic illustrated with painful clarity 
his feeling of being “possessed” by his 
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disease by drawing a Person that was a 
recognizable likeness of himself (though 
not to him) and was in effect a marion- 
ette. 

(3) The subject as he would like to be. 
A young woman (illegitimately pregnant ) 
who had recently gone through a reactive 
depression, drew a dancer who was oc- 
cupying the center of a stage and who 
was assured and physically very grace- 
ful—a marked contrast to the subject. 

An adolescent boy, who was reacting 
with strong hostility toward parental re- 
jection and environmental pressure in 
general, drew a large, muscular male 
whom he adorned with a badge and whom 
he armed with several pistols. He de- 
scribed his drawn Person as a Sheriff 
who was about to shoot a band of rob- 
bers. In this fashion he was able to ex- 
press his feeling of hostility, and at the 
same time to indicate his awareness of 
social norms by having the aggression by 
proxy take a socially-acceptable form. 

(4) The subject’s concept of his sexual 
role. A post-encephalitic adult male who 
had engaged in uninhibited sexual activi- 
ties at several levels drew a man with 
unshaven face, hairy chest, broad shoul- 
ders, huge penis and testicles; a figure 
which might be regarded as a stereotype 
of the “dominant male.” 

A sexually maladjusted, adult married 
woman expressed her feeling of sexual 
inadequacy by drawing a very unattrac- 
tive female figure (denying femininity) 
with the hands clasped apprehensively in 
“pelvic defense” position (denying sexual 
approach ). 

(5) The subject's attitude toward 
inter-personal relationships in general. 
A male patient suffering from advanced 
paranoid condition drew his Person in 
absolute profile, with the body rigid, the 
broad brim of the hat lowered over the 
face so that visual contact could be made 


only with the consent of the drawn Per-~ 


son. In this way the subject depicted his 
own rigid unadaptiveness, his reluctance 
to make contact with other individuals. 
A psychoneurotic adult female drew a 
female Person upon whose face was a 
look of apprehension, whose hands were 
held out hesitantly as if warding-off some 
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threatening figure, whose feet were 
turned to facilitate flight. In this fashion, | 
the subject expressed the guilt and anx- | 
iety which she still felt in reaction to her 
recent illegitimate pregnancy. 

Viewed as something other than a pic- 
ture of the subject the drawn Person may 
represent : 

(1) The subject's attitude toward a 


Specific inter-personal relationship. A © 


deeply nostalgic, borderline defective 7 
drew an elderly woman with arms out- | 
stretched toward the viewer. The sub- 7 
ject said that this was a picture of her © 
mother stretching her arms out to wel- 7 
come her. 


A psychoneurotic male drew a picture © 


of a young female clad in slip only. He 
expressed himself as disgusted at his in- 7 
ability to make a better picture of the 7 
girl (his mistress) who, he said, was 7 
really very beautiful. The subject's emo- © 
tionality, his vacillation, and the relatively © 
inferior quality of this particular whole ~ 
indicated his highly ambivalent feelings © 
toward his relationship with his mistress. | 


(2) Certain specific fears, obsessive © 
An_ obsessive-compulsive, © 


beliefs, etc. 
elderly female, several weeks after a pre- 7 
frontal lobotomy, drew a young boy, 7 
whom she identified as, “So and so, Jun- 7 
ior,” the son of her husband by a servant © 
girl. Then, with almost uncontrollable ~ 
laughter, she said that she knew that there © 
was no such child, that her husband would ~ 
doubtless want to kill her if he had heard 7 
what she’d.said, and so on. In this fash- 
ion her rigid, obsessive jealousy was re- 
produced, but without the bitter affect 7 
which had always accompanied it prior © 
to the lobotomy. 

Another obsessive-compulsive female ” 
drew what was obviously a self-portrait, ~ 
but omitted the hands. She regarded her © 


hands as the source of most of her diff- © 


culty. To her they were so contaminated © 
that she did not dare to put out the milk | 
bottles unless she wore rubber gloves, for 
fear she might poison the next person | 
who touched the bottles. 

(3) The person in the subject's en- © 
vironment whom the subject most likes. © 
A well-adjusted young psychiatrist drew © 
a recognizable picture of his fiancée. 
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(4) The person in the subject's en- 
vironment whom the subject most dis- 
likes. A psychopathic adolescent drew an 
excellent likeness of a ward attendant 
whom she hated. The subject frankly 
expressed her hostility toward this in- 
dividual by drawing a gross and degrad- 
ing caricature of the attendant in ques- 
tion and by making highly insulting re- 
marks concerning her during the P-D-I. 

(5) A person toward whom the sub- 
ject has ambivalent feelings. A young 
adult male, with a well-developed char- 
acter neurosis, drew a picture of his step- 
father—a man whom the subject hated 
with good reason because of the gross ill- 
treatment the subject had received at his 
hands; yet the subject felt (and ex- 
pressed) admiration for the step-father's 
bravado and his ruthless ability to domi- 
nate the family. 

To sum up, a consideration of the con- 
tent of the disparate wholes can be very 
revealing. However, content must not 
be expected to provide the examiner with 
a diagnosis any more than a careful in- 


spection of any of the, other analytic 
points will do so, but it will often (as 
suggested) furnish valuable insightful 
clues into the attitudes, needs, fears, and 
so on, of the subject, which may help to 
make clearer the dynamics of a given 
case. 


B. Conventionality. By conventionality 
is meant deviation from the average from 
the standpoint of the originality of the 
whole drawn. This particular subhead 
bears more than a superficial resemblance 
to the item of “originality” of the Ror- 
schach ; though it is obvious that in view 
of the relatively restricting limitations of 
the House, Tree, and Person, it is diffi- 
cult for the subject to be as original on 
the H-T-P as he can be upon the Ror- 
schach. 

Since we are here interested in varia- 
tions from the average, the concept pro- 
duced may be considered to diverge from 
the average upon a 3-item continuum, 
ranging from unusual through unconven- 
tional to pathological. 

An unusual concept is the drawing (by 
a physician) of a Person, a British tar of 
sailing-vessel days, stooping over to pick 
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up an obvicusly scented handkerchief, 
while a weather-beaten parrot hovers in 
the background. Such a concept must 
be given a rating of at least P-1, because 
it is a first degree variation from the aver- 
age. The concept may reasonably be 
interpreted as representing a desire on 
the part of the subject to escape from the 
artificialities of his scientific, everyday 
life to a world where things are given a 
more realistic (or more elemental) value. 
In this instance it is to be noted that the 
censor element of the physician-subject’s 
personality did its best to disguise his 
expression of the hitherto suppressed de- 
sire by compelling him to use a Person 
of another era; one who by the very na- 
ture of his profession and custom might 
be expected to “pick up” the owner of the 
handkerchief as well as the handkerchief 
itself, without occasioning surprise. 

An unconventional concept is a House 
that looks exactly like a barn (and was so 
identified by the middle-aged female who 
drew it). It expressed her bitter feeling 
that she was regarded by her family as 
a mere beast of burden to be granted 
lodging and food as recompense for her 
labor. 

Pathological concepts in many in- 
stances express great originality, but they 
are certainly not “healthy.” Examples 
are: (a) the transparent “glass box” 
House, drawn by a markedly narcissistic, 
paranoid woman which expressed simul- 
taneously her feeling of being watched 
by everyone and her willingness to ex- 
hibit herself in an enclosure that would 
limit contact to the visual mode; (b) the 
Tree (drawn by an elderly schizophrenic ) 
of which less than half was actually 
shown on the form page. The trunk was 
drawn as if it had been bisected by the 
left lateral margin of the page ; the branch 
structure was presented by a thin, deeply 
shaded area touching the page’s top mar- 
gin. In the P-D-I the subject said that 
the “best” part of her Tree was that 
which could not be seen (the part that 
did not make contact with reality pre- 
sumably; the part that symbolized her 
phantasy world); (c) the Person pro- 
duced by a young adult, female patient of 
above average intelligence. Her male 
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was drawn wired to a wooden cross; his 
head was bloody, but bandaged ; his body 
was clad in trunks only; his right hand 
was bandaged ; his left arm had been am- 
putated crudely just below the elbow ; his 
left foot was missing; his body was 
emaciated ; his face was haggard and hol- 
low-eyed. The interpretation was that 
the subject was expressing a savage and 
complete rejection of “man.” Clinical 
evidence that she had never been able to 
adjust satisfactorily at the heterosexual 
level tended to confirm this interpretation. 
The scoring of this concept as P-3 was 
soon found to be justified, for shortly 
thereafter the subject rejected reality as 
completely as she had rejected “man” in 
her drawing. 


C. Subjectivity. The attempt is to de- 
termine the degree of relationship of the 
object produced (the House, the Tree, 
and the Person) to the subject himself. 
For example, is the House the subject's 
own; the Tree one in his yard at home; 
the Person himself? In determining the 
degree of subjectivity (from the stand- 
point of pathology) the examiner must 
bear in mind that subjectivity may range 
from some evidence of a narrowing of 
the psychological horizon to obvious and 
convincing evidence of extreme ideas of 
self-reference. 


D. Multiplicity. As has been illustrated, 
a given whole may represent a number of 
people. Thus far subjects of average 
adjustment have exhibited a tendency to 
restrict the “multiplicity” of personalities 
represented by a drawn whole to two 
(one of which is the subject). If the 
identity of a given whole is restricted to 
self-portraiture alone, or if it is multi- 
plied to represent as many as four per- 
sons, maladjustment is to be suspected. 


E. Valence. It appears that one index 
of maladjustment is the intensity of the 
negative valence ascribed to the drawn 
wholes by the subject. When two or 
more wholes are said by the subject to 
represent persons or situations decidedly 
unpleasant to him, maladjustment is 
definitely to be suspected. 


F. Organization. In a sense this is to 
be regarded as a qualitative appraisal of 


the proportional and spatial relationshi))s a 


of the details within a given whole. Su))- 


jects suffering from organic deterioration — 


tend to produce wholes in which the de- 
tails appear to have little relationship to 
each other or to the whole as a totality, 


and the relationship expressed in the 3 
drawings of subjects suffering from ad- ~ 


vanced schizophrenia at times is even 
more dilapidated. It is believed that or- 


ganizational ability may be interfered 4 
with by both emotional and organic fac- © 


tors. It appears that: (1) if organiza- 


tional difficulty is shown in all three 7 


wholes, a major emotional disturbance or 
a major organic disturbance, or both, is 
to be suspected; (2) if organizational 
difficulty is shown in less than three 
wholes, the disturbance is more likely to 
be functional than organic; (3) if the 
subject experiences organizational diffi- 
culty for one whole only, the disturbance 
is almost certainly functional only; (4) 


if organization for all three wholes is 


rather good, the basic structure of the 
subject’s personality may be assumed to 
be rather strong even in the presence of a 
fairly large number of pathoformic signs. 


G. Consistency. While quantitative scor- 
ing has shown that it is a rare thing in- 
deed for the House, the Tree, and the 
Person all to be of exactly the same level. 
there should not be too much difference in 
the calibre of the disparate wholes from 
a quantitative standpoint. Any consider- 
able variance (as, for instance, more than 
one classification level either way) de- 
mands explanation. 

The examiner will wish to appraise 
consistency from the standpoint of the 
execution of the plan. As a general thing, 
except for certain mechanical difficul- 
ties presented by the drawing itself, a 
plan once formulated will be executed 
by the subject without too much hesi- 
tancy and/or vacillation. Marked “de- 
tail-conflict’” (for example, inability to 
complete the pelvic region or marked pre- 
occupation with the pelvic region), or 
marked vacillation, such as inability to 
permit an arm to remain in its initial or 
any of several subsequent positions, is to 
be regarded as at least a second degree 
variation from the average, and to be 
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scored P-2 (the examiner will wish to do 
his best to determine the cause for such 
variance in execution ). 

Perfect consistency may itself be re- 
garded as pathoformic, for just as it has 
been seen clinically that the individual 
who has several D1’s in his quantitative 
scoring is probably a better adjusted in- 
dividual than the one who shows none, so 
one may expect the better adjusted in- 
dividual not to exhibit a wholly uniform 
picture as to concept-quality : it seems un- 
reasonable to assume that the three items, 
House, Tree, and Person, should have 
complete or approximately complete 
equality of value from any subject's point 
of view. 

It is to be expected that any subject, 
no matter how well-adjusted and _inte- 
grated his personality may be, and no 
matter how slight the pressure may be 
from his environment, will show at least 
several P-factors. A complete absence of 
P-factors is apparently to be viewed with 
some suspicion, since it suggests hyper- 
criticality. 

Personality maladjustment may make 
itself apparent: (1) by a large number of 
relatively minor P-factors; (2) by two 
or three major deviations from the aver- 
age; (3) by deviations of one type but 
which are perseverated ; (4) by many P- 
factors of varying degrees of magnitude. 


XI. SUMMARY 


After the examiner has completed his 
analysis of the subject’s productions, and 
after he has completed his synthesis of 
the analytic points, he should be in posi- 
tion to draw certain specific deductions 
concerning the subject’s total personality 
and the interaction of that personality 
with its environment. To aid in the 
facilitation and systematization of the 
recording of these deductions and in their 
expression in commonly used clinical 
terminology, the following general out- 
line is suggested : 


A. Test Situation Observations. (1) 
Cooperativeness; (2) stress symptoms ; 
(3) physical disabilities; (4) manner- 
isms; (5) attention span; (6) empathy ; 
(7) reaction time; (8) orientation; (9) 
other. 
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B. Intelligence. (1) H-T-P derived IQ’s 
(The examiner will wish to comment 
briefly upon the consistency or disparity 
of these IQ’s, and if they are markedly 
disparate to attempt to account there- 
for); (2) present functional level as 
measured by the H-T-P and basic intel- 
ligence level as suggested by an analysis ° 
of the factors of internal construction ; 
(3) H-T-P-derived IQ’s vs. IQ’s derived 
from standard intelligence tests; (4) 
artifacts possibly affecting H-T-P IQ 
scores, such as physical disability, artis- 
tic training, etc.; (5) evidences of con- 
creteness of thinking. 


C. Affect. (1) Tone (depressed, elated. 
etc.) ; (2) intensity ; (3) appropriateness ; 
(4) control; (5) consistency. 


D. Verbalizations. (1) Flow (scant, 
free, etc.) ; (2) spontaneity ; (3) modula- 
tion (monotonous, dual, etc.) ; (4) idea 
content (perseverative, bizarre, inferior ) 


E. Drive. (1) Level; (2) control; (3) 


consistency (fatigability, etc.). 


F. Psychosexual. (1) Satisfaction levels 
and their relative dominance; (2) con- 
flicts and their probable sources (for e.r- 
ample, subject unable to adjust satisfac- 
torily at heterosexual level because of 
fixation at oral level, or religious beliefs, 
or physical disability, etc.). 


G. Inter - environmental. Under this 
rather broad heading the examiner will 
wish to comment concerning certain as- 
pects of the subject’s general behavior 
from the following standpoints: (1) sat- 
isfaction sources: (a) reality-phantasy ; 
(b) extratensive-intratensive, does the 
subject tend more to respond to external 
(extra) or internal (intra) stimulation ; 
(c) extracathection-intracathection, does 
the subject tend to seek external or inter- 
nal sources of satisfaction (a paranoid 
subject, for example, would presumably 
exhibit extratensivity and _ intracathec- 
tion); (d) range (are satisfaction 
sources, for example, restricted to the 
home, to the reality level, etc.) ; (2) goal 
attainability (are goals realistic or fictive) 
and intensity (how avidly are they 
sought) ; (3) temporal dominance (here 
the relative roles of the psychological past, 
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present, and future, are to be consid- 
ered) ; (4) adaptability (is the subject in 
general flexible or is he stereotyped and 
rigid) ; (5) accessibility (is the subject 
relaxed, friendly, sociable or is he tense, 
hostile, withdrawn). 


H. Inter-Personal Relationships. (a) 
Intra-Familial: (1) affective tone; (2) 
intensity ; (3) permanence; (4) flexibil- 
ity; (5) identification; (6) felt role 
(subject’s conception of his _ position 
within his family, including his sexual 
role). (b) Extra-Familial: (1) affec- 
tive tone; (2) intensity; (3) perma- 
nence ; (4) flexibility; (5) parental sub- 
stitute reaction; (6) felt role (the sub- 
ject’s conception of his position in so- 
ciety in general, including his sexual 
role). 


I. Intra-Personal Balance. The subject's 
view of the balance of the factors mak- 
ing up his personality as expressed in his 
drawings and in his verbal comments. 


J. Major Needs. (As autonomy, achieve- 
ment, sexual satisfaction, etc.). 


K. Major Assets. (As above average in- 
telligence, flexibility, accessibility, etc. ) 
A word of caution: In his zealous efforts 


to identify the factors of actual or poten- | 
tial weakness in a subject’s personality, 7 


the examiner must be very careful lest he 
lose sight of the factors of: strength within 
that personality, the positive factors 
which determine the potential-danger 
weight that may be assigned to the so- 
called negative or weak factors. 


L. Impression. (Inadequate as the pres- 

ent classificatory systems are, the exami- 

ner must classify; as, psychoneurosis, 

mixed type; average intelligence, etc.). 
7 


Editor’s Note: Because of its length, this — 


monograph is being published in two _ install- 


ments. Part II, including ten illustrative cases q 


with drawings and analyses will be included in 
the January 1949 issue. 
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PUBLIC OPINIONS AND INFORMATION CONCERNING 
MENTAL HEALTH 


GLENN V. RAMSEY and MELITA SEIPP 


Princeton University, Princeton, N. J. 


INTRODUCTION 


In order to study certain opinions re- 
lated to mental illness, an interview ques- 
tionnaire was constructed which con- 
tained nine basic questions pertaining to 
the problem. These questions were de- 
signed to explore the causative factors 
which the public associates with mental 
disease, and to sample opinions and atti- 
tudes concerning mental illness. In addi- 
tion, several questions were asked in or- 
der to determine the sex, race, age, edu- 
cational level, religious affiliation, country 
of birth and occupational level of the re- 
spondent. The final draft of the ques- 
tionnaire was established after pre-test- 
ing on preliminary forms. None of the 


data collected before the final draft is in- 
cluded in this report. 


This paper reports 
the findings obtained from six of the nine 
questions. 

All data reported herein were obtained 
between the dates of December 5, 1947 
and April 10, 1948 by means of individual 
interviews. The interviews were con- 
ducted by the two authors and by five 
graduate assistants trained in the tech- 
niques of public opinion polling. All 
questions were presented orally to the 
respondent. Whenever an individual in- 
dicated that the word or sentence was not 
understood, the interviewer would repeat 
it or rephrase it in a manner which he 
felt could be more easily understood. For 
example, if the word “insane” was not 
comprehended, the word “crazy” was 
substituted.~ The investigators were 1n- 
structed to probe deeply in order to ex- 
plore more thoroughly the opinions and 
information held on the “free response” 
type questions (such as Question No. 1). 
The respondent was not permitted to ob- 
serve the data sheet before or during the 
interview. All the data were recorded by 
the investigator at the time of the inter- 
view. The polling was done in homes, 
on the street, in stores, and in office build- 


ings. Less than 5% of the individuals 
approached refused to respond. 

This questionnaire was administered to 
345 persons in Trenton, New Jersey, a 
city with a population of 124,697 accord- 
ing to the 16th Census of the United 
States, 1940). The interviewers felt 
after a preliminary examination of the 
results from 345 respondents that addi- 
tional cases would not materially change 
the findings published herein. Since a 
quota controlled method was employed, 
an attempt was made to obtain a repre- 
sentative sample for the variables of sex, 
race, age, educational level, religious affil- 
iation and country of birth. Only in- 
dividuals 18 years of age’ or older were 
interviewed. For a discussion of strati- 
fied sampling technique such as used in 
this study, the reader is referred to 
Gauging Public Opinion by Hadley Can- 
tril™), 

When the presence of the background 
variables of sex, race, and age in the 
group studied was compared with their 
distribution as reported in the 1940 U. S. 
Census for Trenton, the differences found 
did not exceed six per cent. For the 
other variables: educational level, occu- 
pational class and religious affiliations, 
there was a slight bias in favor of the up- 
per educational and occupational levels, 
and for those of Protestant faith. How- 
ever, in none of these did the differences 
exceed fifteen per cent. Therefore, al- 
though the sample did show some degree 
of distortion from a true representative 
sample, the differences are small, and it 
is felt that they probably do not appre- 
ciably influence the findings reported 
herein. 

It was felt that the occupational clas- 
sifications given by the U. S. Census 
were too detailed for this study, and 
therefore a simple breakdown into three 
major occupational classes was devised. 
These were (1) labor, all classes; (2) 
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white collar, all classes; and (3) the pro- 
fessional and executive class. 

The data given in this report are mean- 
ingful in reference primarily to the Tren- 
ton population. Also, it must be remem- 
bered when studying these data that there 
is a state mental institution in Trenton, 
and that many of the people interviewed 
have probably been influenced at least to 
some degree by the proximity of its loca- 
tion and by its program. The findings 
of this study may possibly be representa- 
tive of any middle sized urban popula- 
tion. 

STATED CAUSES OF INSANITY 

Question No. 1 of the survey was 
stated in the following way: “Have you 
any ideas why people go insane (crazy) ?” 
The term “insane” was used because dur- 
ing the pre-testing it became evident that 
the word “psychosis” was unknown to 
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most respondents and that the use of the | 


term “mental illness” often led to a dis- 


cussion as to its meaning rather than 7 
eliciting a response. The use of the term | 
“insanity” usually led to an immediate J 
response except at the lowest educational 7 
Here, the term “crazy” was suc- 7 
Since Question 7 


levels. 
cessfully substituted. 
No. 1 was a “free response” type, many 


of the respondents gave more than one 7 
A total of 628 answers, or an 7 
average of 1.8 responses per interviewee, 7 
were given to this question by the 345 7 
A summary clas- & 
sification of all responses to this ques- 
The per- § 
centages presented in this table are based 7 
on the total number of respondents. 7 
Since more than one answer was given | 


answer. 


people interviewed. 


tion is presented in Table 1. 


by most individuals, the total percentage / 


exceeds 100 per cent. 











TaBLe 1. Have you any ideas why people go insane (crazy)? Analysis of 628 
responses given by 345 individuals. 
Number of Per cent 
Responses responses N = 345 
1. Primarily emotional difficulties : 
iS Oe acy Cb es adobe ck ore cebeuws 179 52 
Pi: Se: INN WENO Sa Ca icy saat bese we oes 19 6 
C.) SINORWONE OMNI ss karen ce dG be ee 70 20 
1, POMS oo esos onc is ha bc Ba eh cs oe cues y 2 
5 RRO Ee Se ETS eR ecg aE EA cea eee 275 80 
2. Primarily environmental factors: 
Dy NE OOIINIUE os co said cee peck ecwes 89 26 
My SER Ue ok Cac ocehh cease spas WEee cide ee 12 4 
ONE oo occ hue Oa hen a ee eb a ees 12 3 
ee Se es ee ee as Fa hein a cena 2 
I a iad a en pt es ee 115 33 
3. Primarily behavioral difficulties : 
SD PR eed ea er sk ecu tk Dhak Os aae 26 8 
b. Personality. characteristics ............00s 060405 26 7 
© eNO Sak SS Ok oi vote i cbhe kode 24 7 
i, Se INO oa os ccc. s Sen ae on coe ca ee 8 2 
ME si Foose vk hoo ac IRN ER 84 24 
4. Primarily physical difficulties : 
Ri RN OR ONO 6 os AES Ss eh eS 51 15 
Di SID SOONG 5c. K0 ko cdc a sbbvcsat wanes 23 7 
CG, Rae MPU so. avo sca cenesouws ape 5 2 
Cee OES nc 2s Se being SR 1 
©: FA oc he EAR RR a ES 1 
pa Recgateegen BS a OR aD trode nr a 
Mi) ice pac awa pee cal wae ea ge a 31 9 
i SOT cs ci a ee ute aap aes ele kate 19 6 
Rey SE Ns coe 85 cs RRR oe Cone Re OL On he ie 7 


Total 
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% 
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PUBLIC OPINIONS AND INFORMATION 


About 80% of the 345 individuals 
who answered Question No. 1 gave a re- 
ply which was classified under the head- 
ing of “Primarily emotional difficulties.’ 
These answers were subclassified into 
four groups. The first one, “Worry,” 
was given by 52 per cent of the group. 
Of the 179 responses in this category, 97 
were statements of “general worry” as a 
cause of insanity, 53 responses specified 
financial worries, 22 listed “brooding”’ 
over a particular problem, and the re- 
maining 7 responses included statements 
concerning worry over health, “world 
conditions,” and difficulties arising from 
poor interpersonal relationships. Six per 
cent of those queried gave answers which 
fell into the second group, “Other men- 
tal states,” which included statements re- 
garding fears, depressions, repressions, 
moodiness, feelings of frustration, and 
hopelessness. Under the grouping “Ner- 
vous conditions” were placed the replies 
of 20 per cent of the respondents. Of 
the 70 answers in this category, 22 were 
statements which claimed that a general- 
ized nervous state (such as being “high 
strung”) could be a cause of insanity, 19 
specified emotional shocks (such as the 
loss of a loved one), 19 indicated “ner- 
vous and mental strain,” 7 listed ‘“ner- 
vous breakdown,’ and 3 stated ‘‘over- 
excitability.” In the last group, “Pre- 
occupation,” there were placed the re- 
sponses of 2 per cent of those inter- 
viewed. In this category were included 
answers such as pre-occupation with re- 
ligious ideas and “too much learning.” 
It is clearly evident from the responses 
to this question that insanity is a term 
that applies to any of several severe forms 
of emotional or mental illness, or to any 
departure from the respondent’s concept 
of normal behavior. Seldom did the re- 
spondent distinguish betwen psychosis, 
neurosis and other mental disorders. It 
appears that in general the symptomatolo- 
gies of both emotional and mental dis- 
orders are considered as causes of such 
illnesses. 

The second major division of Table 1 
entitled, “Primarily environmental fac- 
tors” contained responses given by about 
33 per cent of those interviewed. Into 
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this classification were assigned those en- 
vironmental forces other than physical 
injury which were alleged to be causes of 
insanity. The first of the four groups 
into which this division was separated, 
the “Social - psychological” group con- 
tained the answers given by 26 per cent 
of the interviewees, or 89 of the re- 
sponses. Of the 89 responses, 44 were 
statements which specified family discord 
(nagging, infidelity, etc.) as a cause of 
insanity. An additional 13 listed as a 
cause the pressures of present-day living, 
12 stated unfortunate circumstances (bad 
luck, etc.), 12 the mistreatment by others 
(jilting, etc.), 7 the aftermath of the 
war, and 1 gave monotony of work as 
a cause. The next group, “Physical en- 
vironment,” includes statements which 
associate conditions of the individual's 
external or physical environment as the 
cause of insanity. This group contained 


the answers of 4 per cent of those inter- 
viewed, or 12 responses, of which 6 were 
statements which listed “poor living con- 
ditions” as a cause of insanity, 2 stated 


filth, 2 malnutrition, 1 inadequate hous- 
ing, and 1 noise. Into the group “Eco- 
nomic factors” fell the replies of 3 per 
cent of those interviewed, or another 12 
responses. These 12 responses were dis- 
tributed in the following way: 5 unem- 
ployment, 2 the high cost of living, 2 
financial depression, 2 “too much money 
to spend,” and 1 financial inability to ob- 
tain proper medical care. The remaining 
two responses in this second division of 
Question No. 1 were undefined state- 
ments concerning environmental difficul- 
ties as a cause of insanity. 

Into the third major division of Table 
1 entitled, “Primarily behavioral difficul- 
ties” were placed the answers given by 
24 per cent of the 345 people interviewed. 
The first of the four groups into which 
this division was sub-divided is “ Alcohol- 
ism.” Under this heading were placed 
those statements which described exces- 
sive drinking as a cause of insanity. 
Eight per cent of the respondents gave 
an answer which was placed in this group. 
The second group, “Personality char- 
acteristics,” consisted of the responses of 
another 7 per cent of those interviewed, 
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or 26 responses. Of these, 8 were state- 
ments which attributed the cause of in- 
sanity to certain personality difficulties, 
6 referred to “lack of will power,” 4 men- 
tioned an inability to get along with oth- 
ers, 4 stated jealousy, 3 egocentricity, and 
1 idleness. Seven per cent of the re- 
spondents gave replies which were clas- 
sified in the third group, “Over-indul- 
gence.” Of the 24 responses placed in 
this category, 14 were statements specify- 
ing “over-work”’ as a cause of insanity, 4 
stated “over-study,” 4 “self-neglect,” and 
2 “over-eating.”” The answers assigned to 
the category “Sexual behavior” were 
given by 2 per cent of those interviewed. 
In this group, there were 3 statements 
which attributed “excessive” sexual ac- 
tivity as a causative factor, 1 specified 
homosexuality, 2 masturbation, 1 sexual 
deprivation, and 1 sexual maladjustment. 
Since sex is such a tabooed topic in our 
society, the data on “sexual behavior” 
probably do not give a true report on 
this topic. 

In the fourth division of Table 1 un- 
der the heading “Primarily physical dif- 
ficulties” were classified the answers of 
24 per cent of the 345 respondents. This 
division was sub-divided into five groups 
which included those statements which at- 
tributed as causes of insanity certain or- 
ganic and physiological factors. Under 
“Disease and illness” 
swers of 15 per cent of the interviewees, 
or 51 responses. These responses were dis- 
tributed as follows: 30 listed general ill- 
ness as the cause of insanity, 10 attributed 
it to venereal disease, 1 to heart disease, 
and 1 to tuberculosis. Seven per cent of 
the respondents gave answers which fell 
into the group “Physiological factors.” 
Into this category were placed 23 re- 
sponses of which 13 gave menopause as 
the cause of insanity, 6 listed childbirth, 
3 mentioned senility, and 1 high blood 
pressure. Into the group “Organic in- 
volvements” were placed the answers of 
2 per cent of the respondents. In this 
group, responses included as causes of 
insanity brain tumors, birth injury, 
stroke, and brain damage. “Poor insti- 
tutional care” and “Insomnia” accounted 


were placed the an- 
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for the responses given by less than | 
per cent of those interviewed. 

Within the fifth division of Table |, 
“Heredity,” fell the responses of 9 per- 
cent of the 345 queried. Into this divi- 
sion were placed such answers as “in- 
heritance,” “born that way,” “throuyh 
the parents,” “hereditary weakness,” etc. 
In the sixth division “No reason,” there 
were placed the replies of 6 per cent of 
the respondents. The statements placed 
in this category included answers such 
as “they just go crazy for no reason at 
all.” About 7 per cent of the respondents 
replied “Don’t know.” 

In summarizing the responses to Ques- 
tion No. 1, it may be stated that one of 
the important characteristics of the re- 
sponses is the fact that the group inter- 
viewed attempts to think of the causes oi 
insanity more or less according to natural- 
istic explanations rather than superna- 
tural or mystical explanations. This at- 
tempt to explain “insanity” in terms o/ 
scientific concepts undoubtedly reflects 
the effect of the general advance in sci- | 
entific thinking as well as the organized 
educational efforts to replace mystical 
and demonic explanations of mental ill- 
ness with scientific facts and concepts. 

Another important characteristic of the © 
responses to Question No. 1 is revealed | 
in the interpretation given to the word 7 
“insanity.” It is apparent that the group | 
interviewed did not restrict the meaning 
of the word “insanity” to the psychoses. 
Neurosis, psychosis, and other forms of 
mental illness are considered more or less 7 
as one general type of illness. It ap- | 
peared to the investigators that differ- 
ences in symptomatology were usually 
explained in terms of degree of illness 
This lack of differentiation between types 
also explains the fact that the group stud- 
ied considered the causes of mental ill- 
ness the same regardless of its particular 
manifestations. Another usage of the 
word “insanity” appeared occasionally 
when it was applied to those individuals 
whose behavior departs from the con- 
ventional or socially accepted norms. This 
broad interpretation given to the word 
“Insanity” should be considered through- 
out the reading of this report. 
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Another very marked characteristic of 
the people’s thinking concerning the 
cause of “insanity” is the frequent use 
made of psychogenic explanations of such 
illness. An inspection of the responses 
reveals that many attribute causes of in- 
sanity to the developmental symptoms of 
such illness or to the attending elements 
of the individual’s social-physical envir- 
onment. The three classifications, “Emo- 
tional difficulties,’ “Environmental fac- 
tors,” and “Behavioral difficulties,” ap- 
parently were very heavily loaded with 
psychogenic interpretations. Thus it ap- 
pears that the public in general considers 
psychogenic factors to be the principal 
cause of “insanity.” These three clas- 
sifications account for 75 per cent or 3 
out of 4 of the responses given to Ques- 
tion No. 1. 


Is INSANITY A PUNISHMENT FOR SIN? 


For many centuries mental disease was 
explained by religious concepts and su- 
pernatural beliefs. The literature of the 
past abounds with. demonic or mystical 
interpretations of mental disturbances. 
All types of cruel punishment or mental 
tortures were utilized as methods of 
treatment. In order to sample current 
opinions concerning such beliefs, the fol- 
lowing question was asked, “Do you be- 
lieve that insanity is God’s punishment 
for some sin or wrongdoing?” Responses 
to this question are given in Table 2. 
Taste 2. Responses to Question No. 2, “Do 


you believe that insanity is God's punishment 
for some sin or wrongdoing?” 











Number of Per cent 

Responses responses N = 345 
PO epee ey cae sls ol 257 74 
MOR Say Aes Pos ck 47 14 
Yes, qualified ........... 24 7 
LIGHT: MME se se es 17 5 
WOE OS eter isk 345 100 





A study of the responses given to 
Question No, 2 reveals that 74 per cent 
of the people included in this study ap- 
parently do not hold to the belief that in- 
sanity is in any way God’s retribution for 
sin or wrongdoing. On the other hand, 
there were 14 per cent who answered 





“Yes,” and an additional group of 7 per 
cent who gave a “Yes, qualified” answer. 
These qualifications usually were in terms 
such as “in some cases,” and “to a cer- 
tain extent.” Thus it appears that 21 
per cent, or about 1 out of every 5 of the 
group studied believe that insanity is in 
some degree associated with God’s pun- 
ishment for some sin or wrongdoing. 
The remaining 5 per cent of the responses 
fell into the category “Don’t know.” 

A study of some of the spontaneous 
comments given by the respondents to 
this question reveals the probable origin 
of some of their beliefs. Typical of the 
affirmative answers to the question were 
statements such as, “the Bible says so,” 
“religion teaches it,” “comes later as 
God's punishment,” “sin of the parents,” 
“if we don’t live right, then we must pay 
for it,” and “if yon believe in God and 
sin, your conscience gets the better of 
you.” Although most of the “No” an- 
swers were not elaborated upon, a few 
who answered “No” also gave as one 
reason their religious beliefs. For exam- 
ple, one person stated, “I don’t think God 
would punish someone like that; he is 
too merciful.” Another group of re- 
spondents amplified their “No” responses 
by attributing the cause of insanity to 
wrong living which resulted from an in- 
dividual’s errors or judgments made ac- 
cording to a “free will.” This position is 
illustrated by answers such as “results 
from things we bring on ourselves,” 
“punishment of ourselves,” and “his con- 
science punishes him, I don’t believe it’s 
God.” 


THE INHERITANCE OF INSANITY 


There has been a popular tendency to 
emphasize the hereditary aspects of in- 
sanity. In order to ascertain the opin- 
ions of the group studied regarding 
heredity as a determining factor of “in- 
sanity,” the following question was 
asked: “Do you or do you not think that 
insanity is inherited?” The 345 responses 
to this question appear in Table 3 which 
shows that 22 per cent of the respondents 
believed unqualifiedly that insanity is in- 
herited. On the other hand, 32 per cent 
of those interviewed were just as strongly 
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of the opinion that insanity is not inher- 
ited. Forty per cent of the interviewees 
gave a qualified response and 6 per cent 
replied “Don’t know.” 

Taste 3. Responses to Question No. 3, “Do 


you or do you not think that insanity 
is inherited?” 











Number of Per cent 

Responses responses N = 345 
No, unqualified ......... 109 32 
Yes, unqualified ........ 76 22 
CONN Fikes cones oe 139 40 
Dost 0 WOW iis ces 21 6 
y i | PagRperaipee Sees 345 100 





Of the 139 “Qualified” answers, 63 
were statements that in “some cases’’ in- 
sanity could be inherited. Under this 
heading were classified responses such as 
“depends on what kind—on the type,” 
“could be,” “tendency to nervousness 
which in time might result in insanity” 
and “some.” The next largest group of 
qualifications, “‘vaguely defined limita- 
tions,” contained 42 of the responses. 
Into this grouping fell answers which 
indicated that the respondent knew only 
that insanity was not unqualifiedly in- 
herited. For example, answers such as 
“could be,” “yes and no,” “not neces- 
sarily,” and “possible” fit into this group. 
Third in importance in the qualified an- 
swers are those falling into the group en- 
titled “tendency.” There were 26 re- 
sponses placed in this category.  In- 
cluded were such responses as “certain 
types may be inherited,” “the tendency is 
inherited,” “inherit propensity,” “a weak- 
ness to it can be inherited like any kind of 
disease.” Under “most” were placed 4 
of the responses which indicated that 
practically all “insanity” is inherited. At 
the other extreme were 4 _ responses 
which stated that insanity was almost 
never inherited. 

It is interesting to note that 22 per 
cent of the respondents gave an un- 
qualified “Yes” and 32 per cent gave an 
“unqualified “No” in answer to Question 
No. 3. At these two extreme positions 
fall 54 per cent of all the responses. Only 
two out of every five responses or 40 
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per cent considered any answer whats: 
ever between the two extreme positions 
as tenable. Since the question more or 
less calls for a “Yes” or “No” answer, it 
apparently tapped a rigid attitude struc- 
ture. This may account for the fact that 
about half the respondents gave an un- 
qualified “Yes” or “No” answer. A 
“free response” type question on this 
topic might have revealed more useful 
data. 
ASSOCIATION INSANE 


WITH THE 


Question No. 4 of the survey was 
stated in the following manner, “Do you 
or do you not believe that people who are 
around those who are insane tend to be- 
come odd or strange themselves?” The 
purpose of this question was to deter 
mine popular beliefs concerning the ef- 
fects that association with the “insane” 
might have upon “normal” individuals. 
In Table 4 the responses to this question 


TasLe 4. Responses to Question No. 4, “Do 

you or do you not believe that people who are 

around those who are insane tend to become odd 
or strange themselves?” 














Number of Per cent 

Responses responses N = 345 
Disagree, not qualified .. 156 45 
Agree, not qualified ..... 94 27 
Qualified responses ...... 85 25 
Domt knew. . 5 eis 10 3 
TORR Sairckesadees 345 100 





are presented, and 45 per cent of the 345 
respondents gave an unqualified “Dis- 
agree’ to the statement that association 
with the insane is a determining factor in 
mental disease. On the other hand, 27 
per cent of those interviewed offered an 
unqualified “Agree” to the same state- 
ment. The third group (25%) of an- 
swers was placed in the category of 
“Oualified responses.” Of the 85 “Quali- 
fied responses,” 24 were statements to the 
effect that the association with the “in- 
sane” might have deleterious effects if 
the individual hada “weak mind” or was 
of “weak character” (for example, “ii 
one is weak-minded,” “if they let them- 
selves,” and “one must have much per- 
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severance, tolerance and kindness not to 
go nuts”). Another group of qualifica- 
tions included the 14 responses which in- 
dicated that such association could pro- 
duce neurotic or emotional disturbances 
but not insanity (for example, “‘can be- 
come neurotic,” “might react on one’s 
nerves,’ “might become moody’’), 21 
who gave a generalized statement to the 
effect that association might “sometimes 
cause insanity, or that this was “possible” 
though “not necessarily the case,” and 17 
respondents who specified that prolonged 
association with the insane could cause 
insanity. For example, this opinion was 
reflected in such statements as “odd or 
strange tendencies,” “if they associated 
long enough,” and “long and continued 
association.” There were 6 responses 
which fell into a miscellaneous group 
which included such comments as “very 
catching,” “children more apt to pick up 
strange tendencies than adults,” “through 
becoming a part of the individual,” “be- 
cause it is nerve-wracking,” and “‘if it is 
an overbearing weight.” The remaining 
3 responses were statements that associa- 
tion with the insane might cause insanity 
if the individual’s physical health were 
poor, “depends on physical condition of a 
person.” Three per cent of the respond- 
dents replied “Don’t know.” 


INSANITY AND Poor ENVIRONMENT 


During the early part of the study it 
was noted that a number of respondents 
spontaneously gave as a cause of “‘in- 
sanity” such factors as “filth,” “inade- 
quate housing” and “malnutrition.” It 
was then decided to expand the study so 
as to explore specifically opinions regard- 
Taste 5. Responses to Question No. 5, “Some 
people believe that poor living conditions are a 











cause of insanity. Others disagree. What is 
your opinion? 

Number of Per cent 

Responses responses N=279 
ASTOCMONE ocean ccccse» 76 27 
Agreement, qualified .... 52 19 
Disagreement ........... 146 52 
amt Wo isis a 6055 5 2 
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‘the exposed individuals. 


ing poor physical surroundings as a cause 
of insanity. The following question was 
therefore added to the survey, “Some 
people believe that poor living conditions 
are a cause of insanity. Others disagree. 
What is your opinion?” The classifica- 
tions of the 279 responses given to this 
question are presented in Table 5. 

In response to Question No. 5, 27 per 
cent of the respondents gave an unquali- 
fied statement that “poor living condi- 
tions” were a cause of insanity, with an 
additional 19 per cent which agreed with 
qualifications. One set of these qualifica- 
tions included statements concerning nu- 
tritional or physiological impairments 
which resulted from economic limitations. 
For example, conditions such as “lack 
of vitamins,” “wanting food,” “had 
health and insanity go together,” “dietary 
deficiency” and “malnutrition” were as- 
sociated as causative factors of insanity. 
Another group of qualifications indicated 
that “insanity” could result from “poor 
living conditions” if certain emotional or 
psychological weaknesses were present in 
Included here 
were statements such as “depends on the 
emotional stability of the person,” “poor 
environment plus some mental weakness,” 
“in case of psychological susceptibility” 
and “along with strain and worry.”” The 
next group of qualifications was com- 
posed of generalized statements such as 
“in some cases,” “could aggravate the 
situation,” and “could be an_ indirect 
cause.” The last group of miscellaneous 
qualifications included such answers as 
“if reduced from high to low standard of 
living,” and “high cost of living.” 

On the other hand, 52 per cent of those 
interviewed registered an unqualified dis- 
agreement with the statement that ‘poor 
living conditions” were a cause of “‘in- 
sanity.” A few of these respondents ex- 
plained their disagreement by stating that 
wealth was as much a cause of insanity as 
poverty. For example, two statements 
given from this viewpoint were “wealthy 
people go (insane) just as much as the 
poor if not more,” and “sometimes the 
rich can go crazy—they don’t know what 
to do with their money.” In general, 
however, those who gave a negative an- 
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swer to this question felt that economic 
factors should not be considered as a 
cause of insanity. The last group of 
answers to Question No. 5, “Don't 
know,” accounted for only 2 per cent of 
the total responses. 


OPINIONS CONCERNING AMENABILITY 
TO TREATMENT 


An attempt was made to obtain some 
understanding as to popular opinions con- 
cerning the prognosis and treatability of 
mental diseases. The question used to 
sample opinions concerning this topic 
was, “Jf someone you knew began to 
show signs of very strange or odd be- 
havior, do you believe anything could be 
done to help him or her?” (Question 
No. 6a). In all cases where an affirma- 
tive answer was given, a second question, 
“What do you feel should be done?” 
(Question No. 6b) was asked. The pur- 
pose of this follow-up question was to 
discover what type of care or treatment 
people would recommend for individuals 
who were exhibiting possible signs of 
nervous or mental disorders. Table 6 
shows the results obtained from Ques- 
tion No. 6a. 


Taste 6. Responses to Question No. 6a, “If 

someone you knew began to show signs of very 

strange or odd behavior, do you believe any- 
thing could be done to help him or her?” 
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Table 6 reveals that of the 345 people 
who answered Question No. 6a, 91 per 
cent gave an unqualified “Yes” response. 
This shows that nine out of every ten 
people in the group studied apparently 
felt some degree of help is possible for 
such cases, and that the outcome is not 
always negative and hopeless. In addi- 
tion, there were 1 per cent of the inter- 
viewees who gave a qualified “Yes” re- 
sponse. Qualifications such as “it de- 


pends on the type of illness” or “depends 
on the original cause of the disorder’ 
were characteristic of these responses. 
Only 3 per cent of the 345 individuals 
interviewed gave an unqualified “No” to 
Question 6a. The remaining 5 per cent 
fell into the “Don’t know” category. 
The 316 individuals who gave an af- 
firmative answer to Question No. (6a 
were then asked, “What do you feel 
should be done?” (Question No. 6b). 
Answers to this question appear in Table 


7. 


TABLE 7. Responses to Question No. 6b, “What 
do you feel should be done?” 











Number of Per cent 

Responses responses N = 316 
Professional care ....... 225 71 
Family care and treatment 77 24 
Treatment not designated 9 3 

Non-psychological special- 
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The largest group of answers to Ques- 
tion No. 6b recommended some type of 
“Professional care.” Such _ responses 
were given by 71 per cent of the 316 in- 
dividuals queried. Of these 225 re- 
sponses, 101 recommended care by a 
physician, 62 suggested treatment by a 
psychiatrist, 39 were in favor of sending 
the individual directly to a mental hos- 
pital or to a mental hygiene clinic, 15 
stated that medical treatment was needed, 
5 recommended a psychologist, and 3 
mentioned general professional care. 
From these data, it is seen that almost 
three out of every four of the people in- 
terviewed would immediately recommend 
professional care when faced with a 
situation where “someone they knew was 
exhibiting odd or peculiar behavior.” 

Another set of responses referred pri- 
marily to “Family care and treatment. 
Under this heading fell 24 per cent of the 
answers. Of the 77 responses included 
in this category, 34 suggested some type 
of home diagnosis and care of the in- 
dividual. By this, the interviewee meant 
that the family should try to talk to and 
to reason with the patient, or should try 
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to find out the cause of the difficulty 
(whether financial, marital, etc.) and if 
possible to remove it. There was a 
group of 20 individuals who suggested a 
change in the patient’s physical-social en- 
vironment. Included here were such 
statements and recommendations as “tak- 
ing a vacation,” “going away for a rest,” 
“making new friends,’ and “developing 
new interests.” These changes in en- 
vironment were suggested in order to 
“help the individual get his mind off him- 
self and his problems.” “Complete rest” 
was recommended by 11 respondents. 
There were 9 respondents who empha- 
sized the necessity for creating a “pleas- 
ant psychological environment.” These 
answers included statements such as 
“keep the surroundings pleasant,” “don’t 
argue with the patient,” “show him kind- 
ness and affection,” “render him encour- 
agement,” and “keep family harmony.” 
In a few cases, where the answer had fal- 
len into the group “Family care and treat- 
ment,” the respondent stated the indi- 
vidual should be “‘re-educated” or “re- 
trained.” The remaining three individu- 
als responding to this question advocated 
a completely opposite type of treatment. 
They stated “one should ignore and iso- 
late the patient,” or “do not spoil or 
pamper him.” 

Into the third division were placed 2 
per cent of -the responses which recom- 
mended that the individual exhibiting 
strange or odd behavior be referred to a 
“Non-psychological specialist” such as a 
professor, government official, priest, “the 
authorities,” or “just someone.” Finally, 
3 per cent of the respondents who had 
stated that something could be done for 
such an individual were unable to specify 
or designate any particular plan or action 
or type of referral. These are included 
under the title, “Treatment not desig- 
nated.” 

While almost three out of every four 
people covered by this survey recom- 
mended professional care for individuals 
showing possible signs of mental illness, 
there still remained a considerable group 
which comprised almost one out of every 
four people interviewed who thought in 
terms of some type of family care and 
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assistance. The motivation underlying 
recommendations of family care and 
treatment appeared to be a desire to keep 
the fact of such illness concealed from 
the public and to avoid the type of social 
disapproval which has in the past been 
associated with such disorders. A few 
of the respondents giving this answer be- 
lieved that home care and treatment was 
actually better than the type received in 
mental hospitals, and therefore prefer- 
able. 


SUMMARY 


In this report are presented data con- 
cerning the nature of the opinions, atti- 
tudes and information held by 345 people 
concerning various aspects of nervous 
and mental illnesses. All data reported 
were obtained by individual interviews. 
The respondents consisted of a fairly 
representative group taken from the total 
population of Trenton, New Jersey. 

The answers given by the respondents 
as to the causes of insanity were primarily 
stated in terms of naturalistic rather than 
mystical or supernatural concepts. How- 
ever, some of the naturalistic explana- 
tions were contrary to known facts, or at 
least very questionable in light of present- 
day knowledge. Explanations of the 
causes of mental illness usually were 
based upon psychogenic concepts. Only 
a very few individuals gave evidence of 
being able to differentiate between the 
major and minor forms of mental illness. 
Symptomatologies of mental diseases and 
environmental forces surrounding the in- 
dividual frequently were considered to be 
causes of insanity. 

One series of questions sampled atti- 
tudes and opinions concerning mental 
health. The first of these questions per- 
tained to the association of sin and in- 
sanity. It was found that 74 per cent of 
the people interviewed did not believe 
that insanity came as God’s punishment 
for some sin or wrongdoing, but that 20 
per cent still adhered to this belief. Re- 
garding the role that inheritance plays in 
insanity, it was found that approximately 
20 per cent of the respondents felt that 
insanity was completely due to heredity, 
whereas about 32 per cent thought hered- 
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ity bore no relation to insanity at all. 
Forty per cent believed that in ‘‘some 
cases” heredity had some influence, and 
the remaining 6 per cent stated they were 
uncertain as to its influence. Almost 50 
per cent of those interviewed considered 
that association with the insane might be 
a cause of insanity, while 25 per cent 
thought this possible only under certain 
conditions, and the remainder felt that 
such association had no relationship to 
insanity. Approximately 50 per cent of 
the respondents believed either unquali- 
fiedly or under certain conditions that 
“poor living conditions” could be a con- 
tributing factor of insanity, whereas the 
other 50 per cent believed no relationship 
existed. 


The remaining question concerned at- 
titudes toward the prognosis of mental 
illness and the type of treatment people 
would recommend. Ninety-one per cent 
of the respondents felt that something 
could be done for individuals who were 
exhibiting “very strange or odd behav- 
ior.” Most of the respondents recom- 
mended some type of professional care, 
but about twenty-five per cent did sug- 
gest some type of home care and treat- 
ment. 

BIBLIOGRAPHY 


1. CANTRIL, H. Gauging public opinion. 
Princeton: Princeton University Press, 
1944. 


2. The 16th Census of the U. S., 1940. Wash- 
ington, D. C.: U. S. Government Printing 
Office, 1942. 





AN ABBREVIATED FORM OF THE 
SITUATION TEST 
WILLIAM A, HUNT, ELIZABETH G. FRENCH, and IVAN N. MENSH 


Northwestern University 


INTRODUCTION 


As part of an extensive attack on the 
problem of providing intelligence tests 
“designed to present an adult range of 
difficulty independent of vocabulary diffi- 
culty’) P- ©) and utilizing problems of 
intrinsic interest to the adult), Hebb and 
Morton evolved the McGill Verbal Situa- 
tion Test: +, Although designed to pro- 
vide an estimate of intelligence, it is not 
presented to the subject as an intelligence 
test but as a means of finding out “what 
sort of thing he notices about other 
people or how good his memory is for 
day-to-day happenings” »- 4. Although 
the test would appear to have face valid- 
ity for the above purposes, normative 
material was presented on only 65 sub- 
jects. The present study reports the 
standardization and validation of a 12- 

1. This study is part of a larger project sub- 
sidized by the Office of Naval Research under 
their policy of encouraging basic research. The 
opinions expressed, however, are those of the 


individual authors and do not represent the 
opinions or policy of the Naval service. 


McGILL VERBAL 


item abbreviated form of 
upon its use with clinical groups. 


SELECTION OF ITEMS 


As a first step in the selection of items 7 
for a shorter scale, both the 25 items oi | 
Series A and the 25 items of Series B | 
of the original test were presented to- | 
gether as a single 50-item written paper. | 
and-pencil test to 156 male and female | 


Northwestern University undergraduate: 
whose ages ranged from 17 to 30 with a 
mean of 20.32. Freshmen constituted 
13% of the group, sophomores 31%, jun- 
iors 35%, and seniors 21%. While not 
representative of the population as a 
whole, the group was judged adequate 
for the purpose of preliminary standardi- 
zation. There was a correlation of +.40 
between the total 50-item written form 
and the scholastic aptitude test scores o/ 
the 129 students for whom such scores 
were available. Forms A and B inter 
correlated only +.46, and correlated wit! | 


the Verbal § 
Situation Test with some further data 7 
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scholastic aptitude +.27 and +.56 re- 
spectively. ; 

Items which appeared ambiguous or 
difficult to score were then eliminated and 
the remainder were subjected to an analy- 
sis on the basis of the number of students 
in the top and bottom quartiles (total Mc- 
Gill score) passing each item. As a re- 
sult of this analysis 20 items were se- 
lected for further investigation under 
conditions of individual testing in a less 
highly selected group. Table 1 presents 
the results of this analysis for the 20 
items selected. This 20-item test corre- 
lated +.85 with the total 50-item test, 
+..68 with the 25 items of Form A, +.82 
with Form B, and +.44 with the North- 
western entrance examination. This cor- 
relation of +.82 with Form B is inflated 
by the fact that the majority of the 20 
items were taken from this form rather 
than from Form A. 

This 20-item form was then adminis- 
tered as an individual test to 100 male 
Naval recruits. This and subsequent test- 
ing was done as part of a larger investiga- 
tion of individual intelligence scales*©: © 
7). The recruits had also received the 
Navy General Classification Test (GCT), 
a paper-and-pencil group intelligence 
test, ana .he CVS abbreviated individual 
intelligence scale consisting of the Com- 
prehension and Similarities sub-tests 
from the Wechsler-Bellevue scale and a 
15-word Vocabulary test©). The re- 
cruits’ ages ranged trom 17 to 20 with a 
mean of 17.16. School grade completed 
ranged from 5 to 12 with a mean of 8.94. 
The GCT scores ‘ranged from 22 to 72 
with a mean of 44.66 and standard de- 
viation of 9.77 (compared with a mean of 
50.0 and S.D. of 10.0 for a large unse- 
lected sampling of recruits during World 
War II). CVS scores ranged from 12 
o 45 with a mean of 27.12 and S.D. of 
5.50, compared with a mean of 30.88 and 
5.D. of 7.15 reported previously on a 
sampling of 1039 recruits. The correla- 
ion of the 20-item Verbal Situation Test 
vith GCT was +.67, with CVS +.74, 
‘ith Comprehension +.64, with Similari- 
ies +.63, and with Vocabulary +.59. 
2. Our thanks are due the staff at the Great 


Lakes Training Station for their untiring and 
omplete cooperation in this study. 
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12-Item McGill Verbal Situation Test. 








Hebb’s 


Form 


No. 





B 


B 


1 


to 


™N 


16 


“I 


10. 


11. 


Mr. Jones sold his car on 
Saturday to a man who gave 
him a check and drove away. 
On Monday, Mr. Jones went 
to the police. Why? 

Two young people came out of 
a house and drove away, while 
a crowd of happy friends 
waved goodbye. What had 
happened ? 

“The boss said ‘hello’ to Jack 
yesterday,” said another man, 
“and now Jack will hardly 
speak to any of us.” Why not? 
“Of course, gambling is 
against the law,” said a de- 
tective, “but perhaps I could 
forget that this was a gam- 
bling place.” Why would he 
forget? 

John Brown went away sud- 
denly with a man who called 
on him at work. When he 
came back two years later, 
people knew him but weren't 
friendly. Why? 

A man looking for work asa 
carpenter told the foreman he 
was a mason and a plumber as 
well as a carpenter. “I don’t 
think we need that kind of 
experience,” said the foreman. 
Why not? 

A man took a friend into his 
workshop. His friend came 
out, very excited, and hurried 
off to the bank. What was he 
going to do? 

A day before the trial started, 
Smith, who was an old friend 
of the judge, told him that 
the value of a certain mining 
stock was going to rise. Why 
was the judge angry? 

The man on the _ platform 
thought that old age pensions 
would help business. “They 
ought to have a younger speak- 
er,” said a woman who was 
listening. Why? 

“It's all right to be agreeable,” 
said the foreman, “but I'd 
like that man better if he 
didn’t—.” If he didn’t what? 
“Brown feels too strongly 
about his principles,” said 
Jones. “To lead the country 
in times like these a man 
must—.” Must what? 
“With everyone trying to be- 
come an actor,” said the 
movie director, “I need a sec- 
retary who has more than 
good manners, in this office.” 
What else would she need? 





TABLE 1. 
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Analysis of preliminary 20 items on basis of per cent passing in top and 
bottom quartiles. 
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Order Form Item No. Top QO Bottom Q 

D cet Sue teks s ewa eed B 2 100 79 
eg gue Ge aay B 1 100 71 
Dy id pale ne bs 0 <itaneee ee A 6 100 86 
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PEE TEE Hep yy Seng eae B 24 100 41 
ER eR A 4 95 72 
Fr eeksck sian cee A 7 98 58 
BS 6h cu buit ss Geneaue A 23 91 65 
, EES IOS a ey atin B 9 94 32 
 lepsd ee wa eh eewe ae B 25 91 41 
BE che ah oud «bd abu One A 16 81 60 
oe ee ean a os cake tee B 23 85 35 
BE Sic NEC aeice wk nee aes A 18 86 51 
GRE RRS Se Rees ee B 22 91 35 
Pica ciam ore adobe tad A 21 88 32 
BG sci Noah iti Kasai wea B 21 79 26 
BE gaa ae ar oe B 20 85 35 
BD 3 tak walk km ORE B 16 74 26 
Be ee a B 8 76 20 
(UBT eae SEO ONENESS A 24 70 30 

These correlations indicated that the Mc- STANDARDIZATION 

Gi i y 3S riterion of : : 

an seneries eenee pase ae cottetion This 12-item form correlated +.55 


the larger project”, that of agreeing 
satisfactorily with both paper-and-pencil 
tests such as the GCT and with individual 
scales such as CVS. 

The 20-item form, however, was too 
time consuming, and further abbrevia- 
tion seemed desirable. On the basis of 
ease of scoring and an item analysis (in 
which biserial r’s were run and the dis- 
criminatory value between the top and 
bottom quartiles was calculated), 12 
items were selected for the final form. 
Table 2 gives the data from this item 
analysis for the 12 items selected. The 
items will be found in Fig. 1. 


with GCT and +.60 with CVS. The | 
agreement with GCT and CVS is thu: § 
less for the 12-item form than for the 20- | 
item form, probably due to the lesser re- [ 
liability of the shorter form. The cor- | 
relations are sufficiently high, however, to | 
indicate a relationship with intelligence 7 
as defined by the two criteria, but low 7 
enough to indicate that we are measuring | 
a different aspect from that involved in | 
the more conventional criteria. Since the | 
12-item form seemed satisfactory for our 7 
purposes, cross validation was then at- | 
tempted with new groups. : 

















TABLE 2. Item analysis data on final 12 items. 
Our McGill McGill Total % % Passing 
Order Form Item No. rbis Passing TopQ = BottomQ 
Beware in capa B | 40 94 100 84 
R shichctewaee B 2 69 86 100 56 
PE ee B 6 59 67 86 32 
i peas A 7 60 59 86 19 
Sees ae eee A 18 63 49 82 16 
Beem ete cumer eee B 8 48 42 61 16 
Estey cnden B 21 43 26 50 12 
Bist ati B 16 54 36 46 0 
BOO EG Ree B 23 62 23 46 4 
OF kc viewers A 23 48 24 46 16 
a eS catveeken B 25 58 16 36 4 
Oe iis scans B 22 75 13 36 4 


































































THE VERBAL SITUATION TEST 


Tas_e 3. Raw score data on abbreviated 12-item McGill Verbal Situation Test. 








N Mean Si. 


rwith 





Range GCT CVS 








100 5.35 2.22 
96 5.32 2.45 
315 5.76 2.07 












1-11 +.55 +.60 
0-12 +.65 +.64 
0-12 +.58 +.50 














For this cross validation, two new 
groups of Naval recruits totaling 411 
subjects were given the 12-item form as 
an individual test. These groups also re- 
ceived the GCT and the CVS battery. 
The first group consisted of 96 recruits 
whose ages ranged from 17 to 19 with a 
mean of 17.23 and whose school grades 
completed ranged from 6 to 12 with a 
mean of 9.12. GCT scores ranged from 
28 to 66 with a mean of 46.78 and stand- 
ard deviation of 9.76. CVS scores ranged 
from 14 to 45 with a mean of 27.55 and 
standard deviation of 5.69. The second 













Tasie 4. Standard scores for 12-item McGill 
Verbal Situation Test. 

























Raw Standard Raw Standard 
score score score score 
12 19 6 11 
ll 18 5 9 
10 16 4 8 
9 15 3 6 
x 13 2 5 
7 12 1 4 














group consisting of 315 recruits had an 
age range from 17 to 25 with a mean of 
17.66, and their school grade completed 
ranged from 6 to 12 with a mean of 10.08. 
Their GCT scores ranged from 24 to 71 
with a mean of 49.91 and standard de- 
lation of 9.55. Their CVS scores 
ranged from 12 to 46 with a mean of 
27.86 and standard deviation of 5.90. 





TABLE 5. 





McGill Verbal Situation Test batteries. 
Standard Scores (N = 511) 


The Verbal Situations Test correlated 
with GCT +.65 in the first group and 
+.58 in the second. It correlated with 
CVS +.64 in the first group and +.50 
in the second. Table 3 summarizes the 
means, standard deviations, and correla- 
tions for these groups plus the original 
one. Verbal Situation thus stands up 
under cross validation. Since the re- 
peated samplings showed relatively little 
variation, standard scores were prepared 
based upon Wechsler’s — technique“). 
These are presented in Table 4. They 
make it possible to include (with cau- 
tion) the Verbal Situation Test in vari- 
ous abbreviated versions of the Wech- 
sler-Bellevue and in comparable batteries 
such as CVS©: 7). The standard scores 
are calculated upon the total group of 511 
recruits. As determined by the X? test 
for goodness of fit, this distribution of 
511 scores does not differ significantly 
from a normal one. 

Table 5 gives the range of standard 
scores, means, standard deviations, and 
correlations with GCT when the McGill 
Verbal Situation Test (M) is substituted 
for Comprehension or Similarities in the 
CVS battery and when used alone with 
Vocabulary. The combined data for the 
entire 511 recruits are presented, as the 
individual results on the three discrete 
samplings showed only minor variations. 
Multiple correlations were also calculated 
but were of the same order. As Table 5 












Range 








Mean SD. 












ee oe 





ee ee 









18.96 6.12 
28.10 6.47 +.75 
28.65 6.51 +.72 


27.06 5.78 














M = McGill Verbal Situation Test. 
C = Comprehension. 


V = Vocabulary. 
S = Similarities. 
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Tape 6. Number of subjects picked up by applying scatter measure. 
M1S.D. BothM +S BothM+C BothC+S 
below V below V below V below V 
N Group N % N &% N % a ae 
ee | ere 50:10 92 18 72 «(14 111 22 
114 Feebleminded ...... 14 12 16 14 Hp 16 14 
42 Schizophrenics .... 20 48 21 =50 19 45 24 56 





shows, the substitution of M within the 
CVS battery produces no important 
changes in its performance. Adding M 
to CVS does not increase the correlation 
with the GCT. 

In addition to serving as measures of 
intellectual capacity, intelligence scales 
have a secondary diagnostic function in 
indicating the possible presence of mental 
disorder in the subject. Previous work 
with CVS has shown that when both C 
and S scores are lower than V, the pos- 
sibility of schizophrenia should be con- 
sidered“: ©. Table 6 shows the results 
of applying this “scatter” criterion with 
the various McGill combinations men- 
tioned above. The control group was our 
present sampling of 511 recruits. The 
experimental group was made up of 42 
institutionalized schizophrenics with 
unanimous staff agreement in the diag- 
nosis." Their ages ranged from 17 to 38 
with a mean of 28.71. School grade com- 
pleted ranged from 4 to 16, with a mean 
of 10.40. Also included in the study was 
a group of 114 institutionalized mental 
defectives whose ages ranged from 17 to 
26, with a mean of 19.79% Very few 
had had any formal schooling. As Table 

3. Our thanks are due Dr. Phyllis Wittman 
and the staff of the Elgin State Hospital for 
their cooperation in this phase of the study. 

4. Our thanks are due Mr. William Sloan 


and the staff of the Lincoln State School and 
Colony for their cooperation. 


6 shows, the substitution of M in the | 
CVS battery does not alter its diagnostic @ 
possibilities appreciably. 

Another possible clinical use enters 7 
when a test is used for “screening” pur- 7 
poses with a “cutting” score set to pick | 
up for more intensive examination in- 7 
dividuals suspected of mental deficien- 7 
cy ©. Table 7 shows the results of us- 7 
ing the various batteries containing Ver- | 
bal Situations with a “cutting score” | 
which is 2 standard deviations below the | 
mean. Again, the substitution of M in | 
CVS alters the performance only slightly. | 

The items of the Verbal Situation Test 
are clinically rich and provocative of 
many responses which furnish ample ma- 
terial for clinical interpretation. While 
perhaps no richer than Comprehension, | 
one does have the feeling that a different 
area is being tapped. Many difficulties 
arose in scoring, where we felt Hebb and | 
Morton’s standards were not sufficiently | 
flexible. The item selection involved in | 
abbreviation removed most of the diffi- 7 
culty, but some still remains and a re- 7 
finement of the original scoring criteria | 
may yet seem desirable. 4 

Table 8 presents standard. score norms | 
in terms of both deciles and standard de- 
viation units for the test when it is used 7 
alone. Used as a substitute element in 7 
CVS, we feel little harm will be done by | 














TasLe 7. Number of subjects picked up by using cut-off score 2 standard 
deviations below the mean. 

M-V M-V-S C-V-M C-V-S 

Score Score Score Score 
below 7 below 15 below 15 below 17 

(—2 S.D.) (—2SD) (-2@SD) (2 SD.) 

N Group N %&% N & N. % . N % 
SEE oa anaes 0 0 7 1 7 1 1] 2 
114 Feebleminded ..... 58 51 90 79 88 77 100-88 
42 Schizophrenics .... 2 4 6 14 4 10 6 14 








THE VERBAL SITUATION TEST 


Taste 8 Standard score norms for McGill 
Verbal Situation Test 
(N = 511) 








Based on SD units 
Pa Score 


Decie vating 


Decile Score range 





19.19 
16.11 
13.03 
9.95 
6.87 
3.79 
71 


13.86-19.00 
12.81-13.85 
12.00-12.80 
11.44-11.99 
9.90-11.43 
9.47- 9.89 
8.93- 9.46 
8.16- 8.92 
6.19- 8.15 

0 - 6.18 


CenNO URW 


~ 
~— 





using the norms previously 
that battery. 


reported for 


SUMMARY 


An abbreviated 12-item version of the 
McGill Verbal Situation Test originally 
devised by Hebb and Morton has been 
validated and standardized upon 511 
Naval recruits, 114 mental defectives, 
and 42 schizophrenics. Agreement with 
other measures of intelligence is good, 
but low enough to indicate that a differ- 
ent facet of intellect is being tapped. 
There is some evidence that abbreviation 
is attended by some loss of efficiency, but 
the test seems adequate for use where 
time is at a premium. Substituted for 
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either Comprehension or Similarities in 
the CVS battery, it does not detract from 
the battery’s performance either as an 
intelligence scale or clinical diagnostic in- 
strument. 
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RELATIONSHIPS OF THE HILDRETH FEELING AND ATTITUDE 
SCALES TO THE MINNESOTA MULTIPHASIC 
PERSONALITY INVENTORY 


EDWARD L. HUNT and GEORGE F. J. LEHNER 
University of California at Los Angeles 


INTRODUCTION 


In a previous publication by Lehner 
and Hunt‘?) the use of the Hildreth Feel- 
ing and Attitude Scales (FAS) with a 
college population was described. The 
data obtained in that study indicated that 
the test, originally standardized in a clini- 
cal setting on a male population, was 
serving somewhat the same functions 
with college students, both men and 
women. 

In the present paper an attempt is 
made to describe certain relationships be- 
tween the FAS and the MMPI when 
both are used with a college group. This 
comparison appears appropriate because 
the FAS might presumably serve some 
functions similar to those of the MMPI, 
which is now widely used with college 
students, but which requires a great deal 
more time for administration and _ scor- 
ing than the FAS. The FAS can be ad- 
ministered in from five to ten minutes. 

Such a comparison might eventually 
also have another value because, as Hil- 
dreth®? points out, the FAS was de- 
signed to provide an objective scale to 
measure changes which might accompany 
psychotherapeutic treatment of a patient 
or to make possible comparative evalua- 
tions of different kinds of therapeutic 
procedures. The MMPI has already 
been used to test patients before and after 
treatment and to measure changes occur- 
ring with therapy, as for example in the 
study by Rashkis and Shaskan®). The 
present study, however, provides no in- 
formation for comparing the FAS and 
the MMPI for these purposes. 

In making comparisons between the 
FAS and the MMPI no assumptions of 
special validity need be made for the 
MMPI, nor is the MMPI here substi- 
tuted for clinical criteria of any kind. 


METHOD 


The MMPI was administered to the 
group already described). It consisted 
of 129 UCLA students beginning a 
lower division psychology course in per- 
sonal adjustment. The average age of 
the men (N-58) was 22.5 years, of the 
women (N-71) 19.2 years, with 81 per 
cent and 89 per cent unmarried, respec- 
tively. Two records (male), having T 
scores above 80 on the F scale, were dis- 
carded, leaving 127 records upon which 
the present results are based. 

The MMPI was read to the class from 
the published group form with the stu- 
dents marking their answers on the regu- 
lar answer sheets. The effect of reading 
the items is not known, though it might, 
if it has any effect, reduce the number of 
“cannot say” answers in the group. The 
FAS was administered immediately after | 
the MMPI. 


RESULTS 


The relations between the subscales of 
the FAS and the various clinical scales on 
the MMPI are presented in Tables 1, 2. 
and 3. 

For the sake of time economy, since | 
there are ten FAS scores and eight differ- | 
ent clinical scales on the MMPI (plus 
the Masculinity-Femininity interest scale 
and the three so-called validating scores), 
which would require at least 80 correla- 
tions, a biserial correlation procedure was | 
employed. 

On each of the MMPI clinical scales, 
against which each Feeling and Attitude 
subscale was correlated, the following bi- 
secting or cutting criteria were used: 
(1) a T score on the MMPI scale of 70 
or above, and (2) a T score of 65 or 
above, with at least one other clinical 
scale with 65 or above. These particular | 
cutting levels were used because they ap- 7 
proximate the critical values on_ the | 





HILDRETH SCALES 


TABLE 1. 


Subjects falling above the shifted MMPI cutting criterion 








Hildreth FAS 
Feeling Attitude 





Above criterion on MMPI scales 





Subject 
No. 
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Sex score score 
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17 
18 
19 
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* These records had a K score on the MMPI above a T score of 70, indicating a 


test-taking attitude of trying to look “good.” 


MMPI. Of the 127 subjects in our 
study, 41 scored above these criteria on 
one or more of the eight MMPI clinical 
scales. It may be well to emphasize here 
that height on any MMPI scale is a func- 
tion of the probability that the subject 
scored similarly to the clinical groups 
used in standardization and is not neces- 
sarily dependent upon the degree of the 
subject’s disturbance. 

The K scale was also correlated against 
the Total Feeling and Total Attitude 
scales, the MMPI criterion being a T 
score of 65 or above. Cut this way, K 
correlated plus .42 with the Total Feeling 
scale and plus .31 with the Total Attitude 
scale. This would indicate, if the K 
scale is valid, that the FAS is subject to 
a degree to the operation of this “sup- 
pressor variable” and that a person, due 
to his test-taking attitude, can bias his 
score in a higher or lower direction. 

The reliable biserial correlations ob- 
tained were between (1) the Total Feel- 
ing scale and the following MMPI scales: 
Depression, —.56; Psychasthenia, —.49; 
Psychopathic deviate, —.41; and Schizo- 


phrenia, —.48; (2) the Total Attitude 
scale and D —.41, Pt. —44, and Pd 
—.40. These Total Feeling and Attitude 
scales also correlated negatively, though 
not reliably, with other of the MMPI 
scales—with the exception of the Total 
Attitude scale against Hy and Hs, which 
were near zero, and against Pa, which 
was slightly positive (.28). 

Subscale correlations, some reliable and 
some not, tended to conform in direction 
and magnitude with the Total Feeling and 
Total Attitude scale correlations. 

Since the highest correlation was ob- 
tained with the Total Feeling and De- 
pression scale (—.56), and since most 
of the cases falling above the criteria on 
D also had several other scales above this 
same level, the MMPI criteria was 
shifted to see how good a prediction could 
be obtained to combinations of scales on 
the MMPI. This new criterion was a T 
score of 65 or above on at least three of 
the MMPI clinical scales. As shown in 
Table 1, of the 21 cases thus segregated, 
86 per cent were above a T of 65 on D 
and on Pd, 67 per cent were above 65 





414 


on Pt, and 48 per cent were above 65 on 
D, Pd, and Se at the same time; 43 per 
cent were above on D, Pd, and Pt simul- 
taneously. 











Tape 2. Feeling scale and combined MMPI. 
Cases 
Cases below above combined 
Fceling MMPI criterion MMPI criterion 
score f 
10 us > 4 
17 0 
18 0 
19 te 0 
20 3 << 0000 
21 5 > dp 4 
22 7 «x0(x)* 
23 10 0 
24 16 x 
25 13 0 
26 16 ne 
27 7 ee 
28 - (x)* 
29 6 (x)* 
30 5 e 
31 5 
32 4 
33 2 
34 | 
35 +2 
36 1 





< = male. 0= female. ( )* indicates K > 70. 


The results of the shifting of the 
MMPI criterion are also shown in Tables 
2 and 3. In the right-hand columns the 
<'s and the O’s refer to the 21 cases, 
male and female, who fall above the 
combined MMPI criterion. In_ the 
columns to the left of these are the fre- 
quency distributions of the cases falling 
below the MMPI criterion. Table 2 
shows the distribution on the Total Feel- 
ing scale of the men and women above 
and below the criterion on the MMPI. 
Table 3 presents the same data for the 
two groups on the Total Attitude scale. 
In Table 2 it can be seen that only two 
of the 21 cases fell above the mean of 
the remaining cases and that these two 
scored above a T of 70 on the K scale: 

Total Feeling scale correlated with the 
MMPI handled this way —.76, which 
presumably accounts for more than half 
of the variance in prediction. The cor- 
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TABLE 3. Attitude scale and combined MM? |. 











Cases 
Cases below above combined 
Attitude MMPI criterion MMPI criterion 
score f f 
10 me x 
17 1 
18 re 
19 me 0 
20 ro 
21 2 od 
22 1 «000 
23 4 x 
24 3 «0 
25 8 xx & 
26 8 «00 
27 12 a 
28 16 ba 
29 21 (XXX ) *000 
30 17 
31 9 
32 2 
33 2 





xX = male. 0= female. ( )* indicates K > 70 
relation involving the Total Attitude 
scale was slightly lower, being —.57. 
Thus, by shifting the MMPI criterion to 
combinations of clinical scales, the pre- 
dictive value of the FAS to the MMP! 
was considerably increased. 


SUMMARY 


The correlations obtained between the 
Feeling and Attitude scales and _ the 
MMP, ranging around .50, indicate that 
the FAS (or similarly derived scales) 
might be utilized in certain instances with 7 
student groups in place of the MMPI. | 
The highest correlation, of —.56, was 
obtained between the Total Feeling and 
the Depression scale. 


BIBLIOGRAPHY 


1. Hitpretu, H. M. A battery of feeling and ~ 
attitude scales for clinical use. J. clin. 
Psychol., 1946, 2, 214-221. 4 

2. Leuner, G. F. J., and Hunt, E. L. Use | 
of the Hildreth feeling and attitude scales — 


with college students. J. Psychol., 1948, 26. 4 


217-222. 
3. Rasukis, H. A., and SHaskan, D. A. The 7 
effects of group psychotherapy on personal- © 
ality inventory scores. 
chiat., 1946, 16, 345-349. 





Am. J. Orthopsy- | 
















A COMPARATIVE EVALUATION OF THE BELLEVUE-WECHSLER 


MENTAL DETERIORATION INDEX DISTRIBUTIONS OF ALLEN’S 
BRAIN INJURED PATIENTS AND OF NORMAL SUBJECTS 


ROBERT R. BLAKE and BILLY S. MCCARTY 


In a recent article in this Journal Al- 
len“) evaluated the Wechsler Mental 
Deterioration Index (MDI) ® Pp 5469) 
for its efficiency in distinguishing brain 
injury. Using as his criterion a loss 
greater than 20 per cent, he found that 

“this formula (Wechsler’s ) defi- 
nitely screened out only 54 per cent of 
the total study group of 50 patients’ 
p. 89) These statements introduce a new 
problem, one with which Allen was not 
specifically concerned, but one which can 
be investigated by supplementing his data 
with additional material from normal 
subjects. A basic question arises as to 
the effectiveness with which this index 
distinguishes subjects for whom there is 
no suspicion of brain damage or of men- 
tal illness from ones for whom there is 
knowledge of such damage, as in Allen's 
data“. In comparison with the number 
of brain damaged subjects who do not 
show signs of impairment, how many 
normal subjects would be misclassified as 
showing impairment by the use of such 
an index? 

Wechsler does not describe in detail 
the distribution of MDI’s for normals, 
and Allen had no reason to use normal 
subjects as a basis of comparison in his 
study. Consequently, it is difficult to 
evaluate the discriminative efficiency of 
the index for the results which he pre- 
sents from the standpoint of this par- 
ticular problem. Examination of several 
other studies and reports concerned with 
the value of this index: 4 5 also failed 
to demonstrate the use of comparative 
data; evaluations of efficiency in each 
case were based on Wechsler’s statements 
of the significance of critical scores. 
However, Wechsler’s remarks“ »- ®) are 
not accompanied by collateral evidence 
(though he does indicate that 10 and 20 
per cent losses are roughly equivalent to 
1 and 2 PE’s from the mean), and he 
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points to the need for such information 
in another source: »- 497). It is the pur- 
pose of this paper, therefore, to answer 
this new problem by investigating the 
adequacy with which Wechsler’s index 
distinguishes the performance of Allen’s 
brain injured patients from those of nor- 
mal subjects by supplying the data neces- 
sary for such a comparison. It should 
be clear, however, that such an investiga- 
tion is concerned with the problem of dis- 
tinguishing qualitatively different _pre- 
selected groups at the quantitative level 
by using this index, and not with its 
value as a technique for differential diag- 
nosis, as was the implication in Allen’s 
note and the purpose of the Levi et al. 
article. 
SUBJECTS 

As part of another investigation we 
have MDI’s available for 50 normal col- 
lege subjects who appear as a group to 
be within the range of superior intellec- 
tual efficiency. Their average ages are 
approximately the same as those of Al- 
len’s patients (25 years, 0 months in con- 
trast with 28 years, 3 months for his sub- 
jects). Our subjects made higher IQ’s 
than were made by his patients (average 
of 124.80 as compared with 94.98). 
Since the distribution of the MDI’s is 
corrected for ages and because it is be- 
lieved to be independent of mental level 
(an assumption which needs verification 
and one which is currently under investi- 
gation), the two sets of performances can 
be directly compared for the purpose of 
evaluating the characteristic differences 
in the distributions. As a matter of fact, 
the comparability of 1Q’s or ages is irrel- 
evant to this problem because we are 
concerned only with the amount of error 
that might be expected from the use of 
this index to classify subjects—some of 
whom would be expected to show impair- 
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TaBLe 1. Differences in MDI’s for 50 brain injured patients and 50 normal subjects. 
Less than More than 

No loss* 10% loss 10-20% loss 20% loss 

N % N % N % N % 

Allen’s patients ...... 8 16 6 12 9 18 27 54 
pO erga 20 40 18 36 8 16 4 8 
Difference .......... 12 24 6 24 1 2 23 46 





* See Wechsler 6, pp. 54-69) for a description of the derivation of these categories. 


ment while others would not be expected 
to do so. 


RESULTS 


The basic data are presented in Table 
1. The first row which is reproduced 
from Allen’s note shows the range of 
scores for his 50 brain injured patients, 
while the second one represents the dis- 
tribution for our 50 normal subjects. The 
bottom row indicates the discriminative 
efficiency of the MDI’s for each of the 
four levels of deterioration, expressed as 
the difference of per cent between the 
frequency with which normals and brain 
injured are found within each category. 

Examination of Table 1 reveals con- 
sistent differences in the distributions for 
the brain injured in comparison with 
normal subjects. In general, the brain 
injured tend to make much larger MDI’s 
(i.e., more discrepancy in performance 
between the “hold” and “don’t hold” sub- 
tests) than are made by normals. 

Sixteen per cent of the brain injured 
are grouped under the category no loss, 
in contrast with the 40 per cent of nor- 
mals found at that level; the discrimina- 
tive efficiency is, therefore, 24 per cent. 
Comparable values for the Jess than 10% 
category are 12 and 36, the difference 
again representing efficiency of 24 per 
cent. Subjects from either group score 
in the third category 10-20% loss with 


about equal frequency, 18 per cent of 
brain injured and 16 per cent of normals 
being represented there. The discrimina- 
tive value of 2 per cent shows that a re- 
versal of the trend found in the first two 
categories has taken place. Inspection of 
the fourth level, more than 20% loss, re- 
veals that the reversal mentioned above 
has become much stronger. The 54 per 
cent of brain injured and 8 per cent of 
normal subjects found in this category 
shows that the MDI possess a discrimina- 
tive efficiency of 46 per cent. It is clear, 
therefore, that normal subjects tend to 
make low MDI’s and that brain injured 
patients tend to make higher ones. 

The significance of the differences in 
frequencies can be evaluated by testing 
the hypothesis that they do not exceed the 
limits of chance probability. The ,’ for 
the differences between the two groups 
for each of the four categories (3df) is 
28.27, a value significant beyond the one 
per cent level of confidence. The hypoth- 
esis that these two sets of data were 
drawn from comparable populations must 
therefore be rejected and since one of the 
groups is composed of normal subjects 
and the other of brain injured patients, it 
seems reasonable to attribute the signifi- 
cant differences to that fact. On the 
other hand, it is clear that the efficiency 
of discrimination is not exceedingly high, 


TABLE 2. The use of a critical score of 10 to contrast performances of brain 
injured patients with those of normal subjects. 











Less than Loss of : : 

10% loss 10% or more “Leen rect. 

N % N % classification 
Allen’s patients ...... 14 28 36 72 $21 
Normal subjects ..... 38 76 12 24 3:1 
Difference .......... 24 48 24 48 i 
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since errors in classification would be 
made at each of the four levels if it were 
to be used in a diagnostic fashion. While 
the trend is clear, the exceptions to the 
rule suggest the need for more detailed 
and critical research. 

Why some of the normal subjects make 
excessively high MDI scores is not im- 
mediately apparent. An intensive ex- 
amination of their performances in com- 
parison with those of other normals who 
made scores of zero is now underway and 
should soon be reported. The reason for 
the low ones made by some of the brain 
injured is also obscure. A possible ex- 
planation may be found, however, in Al- 
len’s criteria for excluding patients from 
his study. He indicates that “those suf- 
fering from psychomotor seizures, con- 
vulsive disorders, aphasic and psychotic 
involvement were excluded” » 226), 
Since the necessary criterion apparently 
involved a history of brain injury (with- 
out specific regard to extent, area, or time 
interval since injury), it does not seem 
unreasonable that the group would in- 
clude some few who, in spite of a history 
of some kind of brain injury, were func- 
tioning at their optimal mental levels. 
But such an explanation is only sugges- 
tive. 

The practical efficiency of the MDI’s 
is shown in Table 2, in which data from 
the first two categories of Table 1 are 
combined and contrasted with those from 
the last two. In effect, this sets up an 
MDI of 10 as the critical score, rather 
than the 20 per cent criterion described 
elsewhere ®: p. 66 and 1, p. 89) 

Using 10 as the critical score for sepa- 
rating normal subjects from brain injured 
patients, the ratio of correct classification 
to-error is approximately 3 to 1. By us- 
ing this criterion only 26 of the total of 
100 subjects under study would be in- 
correctly classified, while 74 subjects 
would be appropriately designated. 
Chance alone would result in 50 being 
correctly and 50 incorrectly grouped. The 
x which reflects the difference between 
actual findings and chance (1 df) is 
23.04. Since this value is significant be- 
yond the one per cent level, it suggests 
that the index has genuine value for this 
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type of analysis. Furthermore, in view 
of the potential sources of error in this 
kind of work, it represents a very satis- 
factory level of discriminative efficiency 
and possibly does not justify pessimism 
as to the potential utility of the index for 
differentiating these kinds of qualitative 
categories. 


TABLE 3. Allen’s index for use in differentiating 
brain injury compared with Wechsler’s MDI 
applied to 50 normal subjects. 











Difference 
of* Allen’s W echsler’s 10% 
more than 5 or more loss 
. OR ean 17 12 
Re oe 58 34 23 





*See Allen{. p. 89) for a description of this 
category. 


Allen suggests a different index“: P- 89% 
from Wechsler’s as perhaps more efficient 
in discriminating brain injury. His in- 
cludes the difference between informa- 
tion plus comprehension weighted scores 
against digit span plus digit symbol 
weighted scores, with a difference of 5 
points suggestive of brain injury. While 
his data do not allow a comparative analy- 
sis of the efficiency of his, as contrasted 
with the Wechsler index, it is possible to 
use his with the critical score which he 
suggests to determine the number of nor- 
mal subjects whom it would misclassify. 
These data are shown in Table 3, an ex- 
amination of which shows that 34 per 
cent of the 50 normal subjects would be 
suspected of brain injury by Allen’s in- 
dex, as contrasted with the 24 per cent 
who would be misclassified by Wechsler’s. 
This suggests that regardless of the value 
of Allen’s index with brain injured pa- 
tients, it would not be more desirable 
than Wechsler’s from this standpoint, 
since it would result in an increment in 
the amount of classification error with 
normal subjects. 


CONCLUSIONS 


Mental Deterioration Index Scores for 
the 50 brain injured patients reported by 
Allen were compared with similar scores 
for 50 normal subjects for the purpose 
of testing the empirical efficiency of the 
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Wechsler Index in distinguishing normal 
subjects from ones who cannot be classed 
as normal. 

Results show a consistent and statisti- 
cally significant trend in which normal 
subjects tend to make low MDI’s, while 
brain injured patients tend to make high- 
er ones, though exceptions to this general 
trend were noted and commented on. 
Based on the 100 subjects involved in 
this study, 74 subjects would be classified 
correctly while 26 classifications would 
be incorrectly classified if the critical 
score were set at 10. Chance, on the 
other hand, would result in 50 being 
classified correctly and 50 incorrectly. 
The ,’ test for the discrepancy between 
the actual differences and differences that 
might be expected if chance alone were 
operating is 23.04, a value significant far 
beyond the one per cent level of con- 
fidence, and one which indicates that the 
MDI yields results of real value. 

Allen’s proposed index was tested on 
these particular normal subjects and 
found to yield greater error in classifying 
them than resulted from using Wech- 
sler’s MDI. In this sense, therefore, it 
appears to be no more desirable than 
Wechsler’s. To completely evaluate it, 
however, it would be necessary to test its 
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efficiency with a different group of brain 
injured patients, and compare the results 
with comparable ones for the Wechsler 
Index. 

It should be clear that this report is not 
concerned with the efficiency of this score 
in differential diagnosis. It is concerned 
with a quantitative evaluation of the MD! 
when used under conditions in which sub- 
jects have been preselected according to 
established criteria and independent of 
the test itself. Under these conditions, it 
appears to yield promising results. 
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INTRODUCTION 


As is now well known, individuals who 
develop aphasia as a result of brain in- 
juries display extremely varied patterns 
of specific symptoms. In addition to 
sensory and motor disabilities, they suffer 
impairment or loss of the ability to under- 
stand auditory or visual language, to ex- 
press thoughts in speech or in writing, or 
to use other symbolic processes. Virtu- 
ally any combination of defects may exist. 
Furthermore, gross impairment of one 
specific function may co-exist with prac- 
tically intact retention of closely asso- 
ciated abilities. Thus, a patient may be 
able to copy words and to spell well 
orally, and still be unable, without copy- 
ing, to write the simplest words or even 
any letters of the alphabet. 

Consequently, one who attempts to re- 
habilitate an aphasic patient must first 
ascertain carefully just which specific 
functions have been impaired. He must 
also check up as to which abilities the pa- 
tient still retains, for these must serve as 
a foundation for retraining. To offer 
much hope of success, retraining must be 
focused exactly on specific needs and must 
be based on retained capacities. In addi- 
tion, ingenuity, patience, and persistence 
are required. Sometimes a half dozen 
different lines of attack must be tried be- 
fore one is finally found that works. 

When the fdregoing considerations 
have been met, the chances for a fair de- 
gree of -rehabilitation are much _ better 
than has generally been realized. Never- 
theless, much time may be wasted before 
one hits upon a successful device. The 
purpose of this paper is to present one 
such device that worked very well with an 
aphasic patient whose most persistent 
difficulty was his inability to write despite 
retention of the ability to spell. 

Case History anp Non-AGRAPHIC 

RETRAINING 


On January 5, 1945, the patient, a 
right-handed Army private aged twenty- 
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four, suffered a penetrating head wound 
in the left occipito-parietal region. In 
civilian life, after completing six terms 
in a vocational high school, he had worked 
as a lumberman, as a construction laborer, 
and as a truck driver before being drafted 
into the infantry. His score on the Army 
General Classification Test had been in 
the upper part of the normal group 
(AGCT-11f). 

After three months in hospitals over- 
seas he arrived at Halloran General Hos- 
pital on April 8, the medical officer re- 
porting “no intellect” on that date. On 
May 16 he showed “slight tendency 
toward being oriented.” On June 16 his 
report read “more and more oriented.” 
On July 23 his skull defect was repaired 
by the insertion of a tantalum plate. His 
medical symptoms at this time included 
“skull defect, left occipito-parietal re- 
gion ; right hemiparesis, worse in leg than 
arm; some spasticity, but far from com- 
plete; very slight weakness of left leg; 
definite sensory loss on right side, espe- 
cially leg.” 

On August 16 the patient was referred 
to the Halloran Aphasia Clinic. The ver- 
bal part of the Wechsler-Bellevue Scale 
was administered, the verbal 1Q being 80. 
On August 24 he was given the Halloran 
Aphasia Test", the results of which 
were summarized as follows: “All lin- 
guistic functions impaired. Patient dem- 
onstrates paraphasia, paragnosia, some 
motor aphasia, alexia, agraphia, and 
perseveration.” Then, except for an in- 
terview on September 13, he was not seen 
at the aphasia clinic until the present 
writer, who arrived at Halloran in mid- 
October, took over the case on October 
23. 

On that date his auditory reception 
and speech were found to be satisfactory. 
His reading and writing, however, were 
severely impaired. For example, he read 
“on” as “in,” “from” as “with,” “with” 
as “in.” As regards writing, he was 
limited to the use of the left hand. He 
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could not copy his name and had great 
trouble in copying individual script let- 
ters, but he could copy printed capital and 
lower case letters, albeit slowly and im- 
perfectly. He could not, however, ini- 
tiate any writing action unless the letters 
were in front of him, although he could 
recite the alphabet correctly and could 
spell well orally. 

For a period of about five months: the 
patient came to the aphasia clinic for 
three one-hour lessons a week. (Every 
Friday through Monday he was home on 
pass.) In addition, he spent six or more 
hours each week doing “homework.” 
During the first eight weeks, formal in- 
struction was concentrated almost exclu- 
sively on reading and writing. In the 
ninth week arithmetic was added. 

Reading and arithmetic proved amen- 
able to straightforward methods of in- 
struction, although accomplishment was 
limited by the patient’s short attention 
span, fatigability, and tendency toward 
perseveration. By the end of week thir- 
teen his achievement on the Metropolitan 
Advanced Reading Test, Form D, was 
equivalent to that of students in the first 
half of the fourth grade. At the time he 
was transferred, he was reading satis- 
factorily about three to five pages a day 
from the Gates-Huber Third Reader. In 
arithmetic, he had re-mastered addition, 
subtraction, multiplication, and short di- 
vision with integers. 


AGRAPHIA RETRAINING AND PROGRESS 


Writing, however, was another story. 
At first, direct drill in copying his signa- 
ture and in forming script letters was 
attempted with the patient, but this pro- 
cedure proved fruitless and was dropped 
after a couple of lessons. It was then de- 
cided to concentrate on learning to write 
the capital printed alphabet from memory. 

During weeks two, three, and four, the 
patient was drilled intensively in the fol- 
lowing activities: copying the printed al- 
phabet in a regular pattern of five letters 
to a line (six in the last line), one line 
being added per lesson until the pattern 
was being copied as a whole; printing in- 
dividual letters from dictation by finding 
them in the alphabet and then, while pro- 
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nouncing them, copying them on papcr, 
on the blackboard, and in the air with 
free, wide arm movements ; spelling sin- 
ple words and then printing their letters 
as above; forming tactual-kinesthetic in)- 
ages of each letter by shutting the eyes 
and running the fingers over the surface 
of four-inch metal models of the various 
letters. As a consequence, he did learn 
to print the alphabetic pattern correctly 
from memory and, by reference to it, to 
print individual letters and short words. 
However, attempts to transfer this abil- 
ity to the printing of short sentences 
failed. For example, “Are you plump?” 
was spelled right orally, then written 
ARMNE M (crossing out the M N and 
M), at which point the patent gave up 
completely —even though the alphabet 
was right before his eyes. 

In order to make reliance on the alpha- 
bet unnecessary, it was decided to follow 
a suggestion made by Kurt Goldstein‘: 
pp. 194-204) about forming visual associa- 
tions between the name of the letter and 
its shape. For example, the name “fF” 
would be associated with the visual image 
of a flag through the word “flag” which 
starts with an “f”; this image would in 
turn be associated with a visual image of ~ 
“F": and this visual image would be 7 
copied. 3 

Accordingly, twenty-six alphabet image ~ 
cards’ were prepared as follows. An un- 7 
ruled 3 x 5 filing card held vertically was © 
divided into three sections by horizontal 7 
lines an inch from the top and bottom of 
the card respectively. In the top section, 
in black india ink, was printed a capital 
letter. In the bottom section appeared 
the three other forms of the same letter: | 
the printed lower case, the script capital, | 
and the script lower case. In the middle 
section was the drawing of an object that | 
resembled the shape of the printed capital | 
letter ; and under the drawing, in printed 
capital letters, appeared a word or phrase 
starting with the letter and indicative of 
the drawing. For the letter “S,” for ex- 

1. A similar set of visual alphabetic images | 
(for some letters distinctly superior to those | 
here presented) was later discovered in © 
Wood(3). This author had used the images in 


teaching the English alphabet to children in | 
India. 
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ample, there was the drawing of a snake, 
and under it the word “SNAKE.” The 
patient himself suggested four or five of 
the associations, which were, of course, 
accepted ; but then his ingenuity gave out. 
All twenty-six associations will be de- 
scribed later in this paper. 

For the five letters which were giving 
the patient the most trouble (L, M, P, U, 
and Y), he was given the image cards at 
once. The rest were added one or two 
per lesson over the course of the next 
month or so. Every lesson included a 
cumulative review of the cards already 
given; besides, the patient took them 
home week-ends and drilled on them with 
his wife’s help. 

The use of the image cards proved very 
fruitful. Within two weeks—that is, be- 
fore the end of week six—very short sim- 
ple sentences. were being printed from 
dictation, with some difficulty but with 
relatively few errors. Consequently, dur- 
ing week six it was felt that the writing 
of digits might be added; and it was dis- 
covered that only 6 and 9 gave trouble. 

The following progress report notes 
give the subsequent picture with respect 
to the agraphia: 

Week 7: The patient prints the entire 
alphabet and the digits 1-10 without error 
and with,fair speed. He still has diffi- 
culty in writing sentences but has shown 
definite improvement in that respect. 

Week 8: Patient’s writing was rather 
variable this week, being especially erratic 
when he was tired. Drill with indirect 
images continued to be the most success- 
ful procedure. There was some improve- 
ment in the speed and quality of patient’s 
writing the alphabet and the digits 1-10. 

Week 9: Patient can print individual 
letters now, rapidly and virtually with- 
out error, but still gets confused occasion- 
ally when the letters are part of a moder- 
ately long word. Thus, “ourselves” was 
first written oursevw and “homework” 
as romeworm, the errors, however, being 
immediately recognized and corrected. 

Weeks 10 and 11: No noticeable 
change. 

Week 12: Although patient can print 
me or two short simple sentences quite 
atisfactorily, fatigue soon sets in and 


































































































AN APHASIC 


421 





blocks accomplishment almost completely 
thereafter. 

Week 13: Patient’s ability to write sen- 
tences appears to have improved slightly 
during the week. 

Week 14: Using printed capitals, - pa- 
tient was able to write several connected 


sentences of his own composition. His 
mastery of the alphabet in printed capitals 
is virtually complete, though still very 
dependent upon the specially formed asso- 
ciations he has been taught. During the 
week spontaneous recovery of most of 
the written alphabet appeared, and it is 
hoped that direct retraining will prove 
sufficient for effective cursive writing. 
Although by the end of the week cursive 
letters were being written satisfactorily, 
their combination into words was still too 
difficult for the patient. (How much of 
the “spontaneous” recovery was due to 
incidental associations formed with the 
cursive letters written in the bottom sec- 
tion of each card is not known. ) 

Week 15: Further progress occurred 
during the week. Patient was able to 
write many words in cursive script. 

Week 16: Patient showed further im- 
provement. 

Week 17: Patient has progressed to 
the point where he now writes short com- 
positions in cursive script. 

Week 18: Work was continued along 
the same lines. 

Week 19: Summarizing what he reads 
has proved a more fruitful type of writ- 
ten composition than writing original 
compositions. His summaries, although 
at most three or four sentences long, are 
fairly well written. 

Unfortunately, about this time the pa- 
tient developed convulsive seizures and 
was transferred to another general hos- 
pital, to which all brain-injured cases in 
the Army with such seizures had to be 
sent.” 

2. According to information received from 
the patient’s wife and from Veterans Adminis- 
tration in August, 1947, the patient was then 
getting along “fairly well.” His reading and 


writing were considered satisfactory and he was 
reporting for vocational rehabilitation training 
three times a week. 
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Tue Twenty-Six Imace Carps 


A description of the twenty-six asso- 
ciations and images follows. It will prob- 
ably be necessary to change some of them 
for any particular patient, but many may 
be expected to be directly useful. It 
should be remembered that on each card 
the printed capital letter appears in the 
top section, the other three forms of the 
letter in the bottom section, and the draw- 
ing and its designation in the middle part. 
Whenever necessary, the drawing of the 
object is distorted so as to increase the 
resemblance to the shape of the letter. 
Words that appear in parentheses on a 
card merely help clarify the meaning of 
the key word for the patient and are not 
recited as part of the association. Thus 
the second association below is memor- 
ized merely as “B—Bean.” 

A, Arrowhead. Two drawings: first 
that of an arrow with a head resembling 
A; next to it, a drawing of the arrow- 
head alone. 

B, Bean (Lima Bean). A lima bean 
with a_ horizontal wrinkle across _ its 
center. 

C, Cup Handle. (The letters of the 
word “cup” are blacker and thicker than 
those of “handle.”) A cup with the han- 
dle at the left. The handle is emphasized 
in the drawing. The association sought 
was from the word “cup” to the image of 
the handle. The patient also formed a 
reinforcing kinesthetic association, actu- 
ally making a movement with the left 
hand as if to pick up a cup by its handle 
when drilling on the image for C. 

D, Dish (Mess Kit, closed). This as- 
sociation was one of the patient’s own. 
In the drawing of the closed mess kit, the 
right hand section, which looks just like 
D, is emphasized. 

EK, Three (3 Fingers). A drawing of 
the three middle fingers of the left hand 
held horizontally and pointing to the 
right. This, too, was suggested by the 
patient himself; and although the word 
“three” rhymes with E instead of be- 
ginning with that letter, this fact made 
the association no less effective. When- 
ever the patient wanted to evoke the form 
of E, he would say “E, three” and hold 


MAX SMITH 












out the three fingers of his left hand, then 
invariably form the correct image. 

F, Flag. A flag on a flagpole, blown 
taut to the right. 

G, Gooey Egg. Unesthetic but effec- 
tive. The outline of an egg standing up- 
right on its wide end. About a third of 
the way up on the right side and extend- 
ing inward almost to the center of the 
shell is a crack from which is oozing 
some of the contents. The crack and the 
portion of the outline forming the G are 
heavily emphasized. 

H, Hammock. A hammock stretched 
almost taut between two upright sup- 
ports. : 
I, 1 (Me). A matchstick man standing 7 
up straight, legs together, arms close to 7 
his sides. When drilling on this associa- 7 
tion, the patient would straighten up his © 
head and press his arms close to his sides. © 

J, Jerk the Hook. A fish facing to the | 
right with open mouth caught upon a J- 7 
shaped hook, which is emphasized in the 7 
drawing. From the top of the hook a 
piece of fish line extends upward. 

K, Key. The drawing of a large key | 
with the pin on top and the bit facing | 
toward the right. Although these two 7 
parts, heavily emphasized, bear a fair re- 
semblance to K, this card turned out to 7 
be relatively ineffective. 4 

L, Lap. The side view of a man sitting © 
up straight, facing toward the right, his | 
lap horizontal. The L-shaped portion is 7 
emphasized. When drilling on L, the | 
patient would sit up straighter so that his 7 
lap formed a right angle with his torso. § 

M, Mountains. A mountain with two J 
peaks. 

N, Navy. A Navy pennant with the | 
word “Navy” printed on it. This was 7 
used because no object starting with \ — 
and resembling N in shape was thought 
of.’ It worked satisfactorily, neverthe- 7 
less. 

O, Oh! A face full front with lips 
rounded as if saying “Oh!” 

P, Pipe. A smoking-pipe in the posi- 
tion which resembles P. q 
Q, Quarter and Worm. A quarter dol- 
lar with a small worm half on it in the 

lower right quadrant. 

R, Rolling Rock. Side view of a rock 
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perched precariously on top of an in- 
clined plane and about to roll down to 
the right. 

S, Snake. The body of the snake in 
the shape of an S, its head at the top. 

T, Telegraph Pole. A telegraph pole 
near a railroad track, crosspiece at the 
very top of the pole. 

U, Under a Horse’s Hoof (Horse- 
shoe). The drawing of a horseshoe in 
the position of U. This obviously forced 
association proved relatively ineffective. 

V, V for victory. The index and mid- 
dle fingers of the left hand held up in the 
“V for victory” pose. The patient used 
the gesture itself when making this as- 
sociation. 

W, Wood Saw. A saw with eight plain 
teeth pointing down. The first and sec- 
ond and the fifth and sixth teeth are em- 
phasized, so that two dark, thick W’s al- 
ternate with two fine contrasting ones. 

X, X Marks the Spot. Just a large X. 
Suggested by the patient himself, it 
worked perfectly. 

Y, Yell (for help). The upright figure 
of a man facing front, feet and legs to- 
gether, arms stretching upward and a bit 
outward to resemble a Y. A dotted hori- 
zontal line extending across the card just 
below the level of the man’s armpits rep- 
resents the waterline. The man has just 
shot up to the surface and is yelling for 
help before he goes down again. The pa- 
tient generally lifted his own arms in 
imitation when using this association. 

Z, Zig-Zag. Just a large Z. 


DiIscussION 


In this case, the alphabetic images were 


quite effective. After enabling the pa- 
tient first to print letters, words, and 
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sentences with their aid, they led eventu- 
ally to his being able to write spontane- 
ously without recourse to any specifically 
recalled associations. Among other 
agraphic individuals some may be equally 
helped; some may always remain de- 
pendent upon the special alphabetic asso- 
ciations ; some may perhaps not be helped 
at all. As a rule, however, it seems likely 
that images such as those presented are 
likely to be of value in the relearning 
process. Their use should certainly be 
considered with any aphasic patient who 
retains oral spelling ability but is unable 
to form the letters of the alphabet. 


SUMMARY 


An aphasic patient who responded well 
to direct reteaching in reading and 
arithmetic showed great difficulty in re- 
learning to write. In this connection it 
was found very helpful to use associa- 
tions of the following type: from (a), 
the name of a letter, through (b) a word 
or phrase beginning with that letter, then 
through (c) the visual image of an ob- 
ject indicated by the foregoing word or 
phrase and resembling in shape the capi- 
tal printed form of the letter, to (d) the 
visual image of the letter, and to (e) the 
copying of that mental image in writing. 
A set of alphabetic associations of this 
sort is presented. 
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INTRODUCTION 


Estimation of intellectual level from 
evaluation of free-hand drawings was 
studied as early as 1885. Most frequent- 
ly the subject has been asked to draw a 
human figure and the rating has been 
based upon factors other than artistic 
excellence. Probably the best known of 
these measures is the Goodenough Draw- 
a-Man Test“. Here, the subject is rated 
on the basis of the various details in- 
cluded in the drawing. In general, the 
test is intended for the age range of three 
to thirteen years and is considered most 
useful between four and ten years. Ap- 
plicability of such a test to adults is open 
to considerable question. Cameron? 
offers some evidence indicating that the 
drawings of a group of superior adults 
showed a functional immaturity, which 
he thought was linked to the level of so- 
cial maturity which existed at the time 
the drawing activity was abandoned in 
the course of genetic development. 

More recently, Buck“ has offered for 
consideration a projective device for the 
appraisal of personality by free-hand 
drawings called the H-T-P (House, 
Tree, and Person). In appraising per- 
sonality the procedure is said also to 
measure adult intelligence. A carefully 
worked out quantitative scoring scheme 
which takes into account not only the de- 
tails of the drawing, but the proportions, 
perspective, and omissions, is provided. 
From it IQ scores may be derived. In 
this study we are concerned solely with 
an attempt to determine the validity of 
the H-T-P as a measure of intelligence, 
using as our criterion a comparison of 
H-T-P derived IQ’s and IQ’s obtained 
on the Wechsler-Bellevue. 

Buck gives data for the standardiza- 
tion of this test on a group of one hun- 
dred and forty adults of seven intelli- 
gence levels. He reports correlations be- 
tween the H-T-P IQ and IQ’s on other 


intelligence tests ranging from .41 to .746. 
On a group of patients at the Lynchburg 
State Colony, ranging in age from six- 
teen to sixty-five years, he reports cor- 
relations of the H-T-P with the Wech- 
sler-Bellevue Test of .699 with the Ver- 
bal Scale; .724 with the Performance 
Scale; and .746 with the Full Scale. A 
comparison of the mean H-T-P IQ with 
the means of each of the three Wechsler- 
Bellevue 1Q’s showed no greater differ- 
ence than three IQ points. He makes the 
statement“ P- 24) “That the 1Q’s derived 
from the H-T-P have meaning and that 
the H-T-P is a valid measure of intelli- 
gence seems demonstrated by the figures 
in the tables which follow.” 

If the claims made by Buck are correct, 
then we should have an added clinical tool 
in the psychological armamentarium. 
Since adult intelligence has not been 
evaluated adequately by this method pre- 
viously, it is important to know whether 
this procedure is valid. For these reasons 
it was decided to make a brief study at- 
tempting to verify the findings of Buck. 


PRESENT STUDY 


In the present study we used fifty-four 
white male patients of the Lincoln State 
School and Colony who were between 
the chronological ages of sixteen and 
thirty years. It may be presumed there- 
fore, that factors of mental growth curve 
and deterioration should not enter ma- 
terially into the results. All of our sub- 
jects had been classified by the Medical 
Staff as either Familial or Undifferen- 
tiated. There was no obvious pathology 
to indicate that there may have been or- 
ganic factors operating in any of our sub- 
jects. 

All subjects were given Form I of the 
Wechsler-Bellevue Test over a_ period 
ranging up to four years prior to the 
H-T-P Test. The H-T-P was admin- 
istered to two subjects simultaneously and 


BERRA LN WARE os i OSS 














res en en en 


BELLEVUE-WECHSLER INDEX 425 


a minimal Post Drawing Interrogation 
was made to provide the information re- 
quired for quantitative scoring. The 
standard administration procedure pre- 
scribed by Buck was adhered to, with the 
exception noted. Interaction between the 
subjects was kept at a minimum by spatial 
and temporal separation. All subjects 
cooperated well except for one who was 
excluded from the study. 

All scoring was done by one of the 
authors (WG) following the directions 
set forth by Buck in his manual. Buck 
was consulted in the case of several gen- 
eral scoring problems which arose and he 
very kindly elucidated his directions. 
Scoring reliability was checked briefly by 
analysis of ten tests which were rescored 
by the same examiner. The differences 
between the original and rescored results 
were negligible. The mean IQ deviation 
was 3.3 points, while the mean algebraic 
deviation was only —0.3 points. 


RESULTS 


Table 1 presents the data concerning 
the Wechsler-Bellevue Full Scale, Per- 
formance and Verbal IQ’s with the 
H-T-P IQ’s on our fifty-four subjects. 
It is apparent immediately that the mean 
H-T-P IQ is higher than any of the three 
Wechsler 1Q’s. 


TasLe 1. Comparison of H-T-P with 
Wechsler-Bellevue IQ's. 








Range 





37-114 
45-69 
45-77 
44-87 





The differences between the H-T-P and 
each of the Wechsler I1Q’s are significant 
at less than the one per cent level of con- 
fidence. In all three cases it may be said 
that the H-T-P IQ is significantly higher 
than the Wechsler-Bellevue [Q’s. 

The correlations for H-T-P and Wech- 
sler Full Scale and H-T-P with Wech- 
sler Performance (Table 2) are statisti- 
cally significant, the correlations being 
more than four times their probable er- 
rors. 


the two tests. 


TaBLe 2. Correlation of H-T-P with 


Wechsler-Bellevue 








H-T-P 





PEr 





077 
089 
071 





The correlation between the H-T-P 
and the Wechsler Verbal is not statisti- 
cally significant. It appears then that the 
H-T-P has some degree of correspond- 
ence to the Wechsler-Bellevue but that it 
is consistently higher. The agreement is 
more particularly true for the Perform- 
ance aspect of the Wechsler than for the 
Verbal. Correlation of H-T-P [Q with 
the Weclisler-Bellevue subtests shows 
that the highest correlation is with the 
Object Assembly Test followed in order 
by the Block Design, Picture Comple- 
tion, and Picture Arrangement Tests. 
These correlations all fall between .30 
and .44. Correlation with the other sub- 
tests was statistically negligible. 


DISCUSSION 


In making a comparison of the scores 
obtained on the H-T-P and the Wechsler- 
Bellevue Test, it must be borne in mind 
that correlation coefficients obtained on 
a narrow segment of the distribution of 
the population will be spuriously low. 
Had our sample covered the whole range 
of intelligence, some definite conclusions 
regarding the validity of the H-T-P (us- 
ing the Wechsler-Bellevue Test as a cri- 
terion of intelligence) could be drawn 
from the size of the correlations between 
Our data indicate some 
degree of correlation between the two 
tests, but it is somewhat lower than that 
usually considered significant for two 
measures of intelligence. 

The magnitude of the differences be- 
tween the H-T-P and the Wechsler-Bel- 
levue mean 1Q’s are statistically signifi- 
cant enough to warrant the conclusion 
that, at least for our sample, the tests are 
not comparable. The H-T-P Test seems 
to rate our subjects consistently higher 
than the Wechsler-Bellevue. The fact 
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that the H-T-P range is three times that 
of the Wechsler-Bellevue for our sub- 
jects, indicates such a large dispersion of 
scores that prediction of the Wechsler- 
Bellevue IQ from H-T-P IQ is practi- 
cally out of the question. Actually we 
found that an individual with a Wechsler- 
Bellevue IQ of 62 may have an H-T-P 
IQ anywhere from 48 to 100. The data 
on the correlation of Wechsler-Bellevue 
subtests with the H-T-P suggests that 
whatever degree of correspondence there 
is between the two tests lies chiefly in 
the performance section of the Wechsler- 
Bellevue. 

It should be pointed out that failure of 
H-T-P and Wechsler IQ’s to correspond 
is not necessarily an indictment of the 
H-T-P. Actually such discrepancies as 
may be found in the test scores on an 
individual may provide valuable clinical 
data which would not be available other- 
wise. The H-T-P as a more sensitive 
and unstructured measure is capable of 
interpretation with respect to the actual 
availability of intellectual functioning of 
the subject at a given moment. Thus, a 
score on the H-T-P in itself is far less 
important than a consideration of the 
quantitative and qualitative factors con- 
tributing to that score, which may reveal 
a pattern of ability or disability not other- 
wise available. To some extent, this may 
be analogous to a perusal of an inter-test 
pattern on the Wechsler-Bellevue. Veri- 
fication of this premise awaits experi- 
mental validation.* 

Another factor to be considered in the 
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interpretation of the results obtained in 
this study is the fact that this sample ma, 
perform in a certain characteristic man- 
ner on the two tests in such a way as not 
to be representative of a normal distribu- 
tion of the population. For example, the 
hypothesis that non-organic high grade 
mentally defective males may have a cer- 
tain test patterning which would produce 
a characteristic relationship between the 
H-T-P and the Wechsler must be con- 
sidered.* 
CONCLUSIONS 


In conclusion, our data indicate that in 
its present form the H-T-P is not com- 
parable to the Wechsler-Bellevue as a 
measure of intelligence, in our sample of 
adult high grade mentally defective males. 
The standardization data based on one 
hundred and forty cases would seem to 
be in need of a good deal of substantia- 
tion before results on the H-T-P can be 
taken as an accurate measure of intelli- 
gence. There still is a need for sub- 
stantiating the premise that intelligence 
of adults can be measured reliably by 
drawings. 
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EDITORIAL COMMENT 





In spite of world-wide recognition of 
the importance of scientific research, 
many of the educational and welfare in- 
stitutions in the smaller states give only 
lip service to the promotion of scientific 
studies and research. So important is 
research in any scientific program, that 
the calibre of an institution may be esti- 
mated in terms of the scientific work car- 
ried on there. Because we feel that it is 
important to give public recognition to 
states and state officials which are pro- 
gressive enough to support research pro- 
grams, it is gratifying to report the ex- 
emplary action of the State of Virginia 
through Dr. Joseph E. Barrett, Commis- 
sioner of the Department of Mental Hy- 
giene and Hospitals, Dr. D. L. Harrell, 
Superintendent of the Lynchburg State 
Colony, and the State Hospital Board, in 
making financially possible the publica- 
tion of the monograph on the H-T-P 
Technique by John N. Buck which ap- 
pears in this issue. An effective research 
program costs money and can only be ac- 
complished with the support of the high- 
est administrative officials and bodies. 
The challenge of the future for clinical 
psychology can only be met through ade- 
quate research programs. It is to be 
hoped that every new installation of clini- 
cal psychology will be supported from 
the beginning with a positive research 
program. FCT. 
7 


There appears to be a paradoxical in- 
consistency in the regulations of many 
university psychology departments which 
establish high and inflexible require- 
ments for doctoral candidates in clinical 
psychology while permitting undergradu- 
ates, master’s candidates and even exten- 
sion students to register for many of the 
highly technical courses which constitute 
the basic essentials of doctoral training. 
Thus we find it possible to shop around 
and register for courses in psychometrics, 


projective techniques, psychotherapy, 
counseling and guidance, and other tech- 
nical subjects even on undergraduate 
levels. With the increase in demand for 
clinical psychology, many colleges offer- 
ing only undergraduate training have in- 
stalled courses in psychometrics, per- 
sonality appraisal, counseling and other 
technical subjects which should be de- 
ferred until the first or second years of 
graduate training. We know of under- 
graduates who have been allowed to ac- 
cumulate as many as 30 credits of gradu- 
ate courses, and who have used this fact 
of having majored in psychology to ob- 
tain clinical positions as psychometricians, 
etc. One such precocious student was 
employed by a state in its mental health 
program and was assigned to visit the 
various school districts to evaluate prob- 
lem children. In one school, she inter- 
viewed 4-year-old twins who had been 
referred for thumb-sucking and other 
tics. She diagnosed the twins as “Patho- 
logical sex maniacs.’ Extreme instances 
of incompetency such as this are fortu- 
nately rare, but not so rare are the errors 
perpetrated by inadequately trained psy- 
chometricians and therapists whose num- 
bers are legion. 

Probably the only manner in which the 
problem can be handled is for the univer- 
sities to refuse to give technical training 
to those who are not qualified legitimate 
students. In our opinion, it would be 
desirable for the APA to publicly con- 
demn the offering of technical courses in 
clinical psychology except to qualified 
graduate students. Undergraduate train- 
ing should be limited to basic science 
courses with technical training being 
limited to graduate years. The present 
situation is analogous to the prescientific 
era of medical education in which any 
person could set up a medical school or 
teach medical techniques as long as he 
could attract students. It is inevitable 
that ‘diploma mills” will begin to offer 
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bogus training in the field of clinical psy- 
chology unless some type of regulation 
is speedily achieved. During the past 
year, the editor of this journal has re- 
ceived blatant advertising from several 
self-appointed masters of psychology who 
offered to teach hypnosis, character analy- 
sis and various other pseudoscientific 
methods to a gullible public. As long as 
the universities and colleges offer a smat- 
tering Of inadequate training to unquali- 
fied students, it will be difficult or im- 
possible to prevent these people from 
foisting their services upon the general 


public. F.C.T. 
1 


We are gratified to note that the Uni- 
versity of Michigan held its first post- 
doctoral Institute in Clinical Psychology 
from July 7 to August 2, 1948. De- 
signed to provide intensive training in 
current clinical techniques combined with 
a critical review of pertinent theoretical, 
clinical and experimental data relating to 
personality functioning, psychopathology 
and therapy, this innovation must be her- 
alded as marking a definite advance in the 
evolution of training in clinical psychol- 
ogy. Post-doctoral “refresher” courses 
have long been an established practice in 
other clinical professions. Medical and 
dental practitioners living in areas remote 
from research centers are generally ex- 
pected to devote at least one month in each 
year in advanced study relating to their 
specialty. In order to qualify for hospital 
appointment and promotion, and also as a 
prerequisite for many other special posi- 
tions, the practitioner is expected to show 
evidence of postgraduate study and at- 
tendance at meetings of scientific societies. 
Clinical psychology, perhaps more than 
the older clinical professions, is in a state 
of rapid change in which clinical prac- 
tice is undergoing revolutionary changes 
almost yearly. Clinical methods are 
evolving so rapidly that persons who re- 
ceived their doctorates “even as recently 
as five years ago find themselves poorly 
equipped for clinical practice, while older 
graduates are totally unprepared. 

The challenge of post-doctoral educa- 
tion may be perceived in its true magni- 
tude if calculation is made of the number 


of facilities which would be necessary to 
provide adequate “refresher” courses for 
all clinical psychologists in practice. It 
seems desirable that every large univer- 
sity should develop a post-doctoral train- 
ing program to provide for the continuing 
education of the psychologists who are 
actually working in the field. These new 
training programs need to be staffed by 
personnel who have had actual recent ex- 
perience with clinical practice as well as 
with theoretical and research develop- 
ments. Too often such courses are given 
by academicians who are not in them- 
selves competent practitioners. As in 
other professions, the best teaching does 
not always come from the most celebrated 
scholars or researchers but from practi- 
tioners who have mastered the technicali- 


ties of practice. F.CT. 


A 


Without decrying the acknowledged 
contributions of experimentalism in sci- 
ence, it seems valuable to point out some 
of the reasons why the practicing clini- 
cian and the researcher are often at odds 
in their psychological interests. The re- 
searcher is frequently hypersensitive in 
his defense of the values of experimen- 
talism and objective research, and there- 
fore hypercritical of the less rigidly ob- 
jective empirical methods of the clinician. 
The clinician tends to deride the value of 
“science for science’ sake” and to insist 
upon the validity of his clinical methods 
even if they are not rigidly experimental 
and objective. The result of this situa- 
tion is an impasse in which researchers 
and clinicians go their separate ways 
while carrying on skirmishes for recog- 
nition and administrative power. 

Perhaps the disparity in attitude be- 
tween researcher and clinician is caused 
by differences in their respective ap- 
praisals of the value of existing scientific 
data. The researcher is naturally im- 
pressed by the terrific effort which has 
been necessary to hew out what is now 
known. Many researchers have become 
so imbued with scientific doctrines that 
they view research and experimentalism 
almost ‘as a fetish, looking down upon 
clinical science because of its inexactness. 
Also there is the fact that research has 
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been conceived of as the highest value, it 
being frequently stated that the research- 
er is making a more value contribution to 
civilization by making one discovery than 
is the clinician who merely treats pa- 
tients. The clinician on the other hand is 
impelled to devote every effort to getting 
people well, and in this endeavor he feels 
a compulsion to utilize every technique 
which might possibly be of assistance 
whether or not it has been fully validated 
by research methods. In his quest for 
potent therapeutic tools, the clinician 
soon discovers that pure science has rela- 
tively little to offer at the present stage of 
evolution of psychology. For example, 
even the basic field of the psychology of 
learning is a confusion of opposing the- 
ories. Except for localization studies, 
almost nothing is known of brain physi- 
ology or function. The real fact is that 
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most of our usable information in clini- 
cal psychology has been derived empiri- 
cally rather than experimentally. Al- 
though psychological science has great 
potentialities, these are still largely in the 
future and the clinician of the present is 
forced to depend primarily upon empiri- 
cal methods which, after all, do have 
rather high validity in the hands of sci- 
entific personnel. F.CT. 


7 


It is with regret that we announce the 
resignation of Ropert R. Sears from the 
Editorial Board. Dr. Ropert I. Wart- 
SON, associate professor of medical psy- 
chology and head of the division of medi- 
cal psychology in the department of 
neuropsychiatry at Washington Univer- 
sity, has accepted the nomination to fill 
this vacancy. 
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Hitcarp, E. R. Theories of learning. 
New York: Appleton-Century-Crofts, 
1948, pp. 409. $3.75. 


The author is professor of psychology at 
Stanford University with a wide reputa- 
tion for his experimental studies of the 
learning process.: This book provides a 
critical review of the principal current 
theories of learning. An attempt is made 
to outline a broad functionalism as the 
most tenable point of view for future ex- 
perimentation. A basic reference work 
for the advanced student familiar with 
the various schools of psychology. 


PENNINGTON, L. A. & Bere, I. E. ( Eds.) 
An introduction to clinical psychology. 
New York: Ronald Press, 1948, pp. 
595. $5.00. 


The editors have gathered papers from 
22 American authorities describing what 
clinical psychologists do for the beginning 
student. Two introductory chapters dis- 
cuss the meaning of clinical psychology 


and the nature of normal behavior. 
Twelve chapters present the types of 
clinical problems encountered in the prac- 
tice of clinical psychology ; four chapters 
describe clinical methods; four chapters 
describe limited aspects ‘of psychother- 
apy; and a concluding chapter discusses 
professional relationships. The discus- 
sions are generally of high quality and 
of eclectic orientation. Recommended 
for introductory courses. 


James McKeen Carttetyt: Man of Sci- 
ence. Vol. I. Psychological Research. 
Vol. Il. Addresses and Formal Pa- 
pers. Lancaster: Science Press, 1947, 
pp. 1085. 


These volumes of the collected papers of 
James McKeen Cattell constitute a valu- 
able historical record of the first fifty 
years of American scientific psychology. 
Although working outside formal uni- 
versity positions during much of his ac- 
tive professional life, Dr. Cattell achieved 
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a position of great preeminence not only 
as one of the founding fathers of scien- 
tific psychology in America but also to an 
even greater degree in his editorial role 
of interpreter and promotor of scientific 
endeavor in all fields through his editor- 
ship of Science. Required reading for 
students of the history of psychology. 


Tuorpe, L. P. and Katz, B. The psy- 
chology of abnormal people. New 
York: Ronald, 1948, pp. 877. $6.00. 


The senior author is professor of educa- 
tion and psychology at the University of 
Southern California and formerly direc- 
tor of its Psychological Clinic. Dr. Katz 
is a practicing clinical psychologist. They 
have written an encylopedic reference 
work from the dynamic viewpoint which 
summarizes the modern literature in more 
than adequate manner. All topics are ex- 
haustively documented with well chosen 
references in psychology and adjacent 
fields. Recommended for the advanced 
student. 


MENNINGER, W. C. _ Psychiatry, its 
evolution and present status. Ithaca: 
Cornell University Press, 1948, pp. 
138. $2.00. 

This book consists of three lectures de- 
livered at Cornell University in the Mes- 
senger Series of Lectures on the Evolu- 
tion of Civilization.. The topics discussed 
are (1) Psychiatry, its evolution and 
present status, (2) Psychoanalytic Psy- 
chiatry: its contribution to the under- 
standing of behavior, and (3) Psychiatry 
and the Social Order. 


MeNNINGER, W. C. Psychiatry in a 
troubled world. New York: Macmil- 
lan, 1948, pp. 636. $6.00. 


The author is a foremost American psy- 
chiatrist who served as chief consultant 
in neuropsychiatry to the Surgeon Gen- 
eral of the Army in World War II. This 
volume has great current significance be- 
cause it summarizes the psychiatric ex- 
perience of the Armed Forces in World 
War II more completely than any other 
source currently available. All of the 
principal research studies are interpreted 
with the addition of many technical bulle- 


tins and other data formerly available 
only to the armed services personnel. 
Based on his wide experience, Dr. Men- 
ninger concludes with practical discus- 
sions of the role of psychiatry in peacc. 
Clinical psychologists will be interested in 
this authoritative statement of past and 
future trends in psychiatry. 


Wocserc, L. R. Medical hypnosis. 
Vol. I, The principles of hypnotherapy. 
Vol. II, The Practice of Hypnotherapy. 
New York: Grune & Stratton, 1948, 
pp. 962. $12.00 (both volumes). 


Dr. Wolberg is Asst. Clinical Professor 
of Psychiatry at New York University. 
Vol. I consists of a theoretical review of 
the literature and of Dr. Wolberg’s own 
experience. The use of hypnosis in the 
various clinical conditions is discussed in 
detail. Vol. II consists principally of 
verbatim transcriptions of case materials 
with discussions of technique in various 
situations. 


Borinc, E. G., LAncretp, H. S. and 
Wetp, H. P. Foundations of psychol- 
ogy. New York: Wiley, 1948, pp. 632. 
$4.00. 

These two new editions of standard ele- 

mentary texts in psychology have both 

been basically revised. Ruch’s Psy- 
chology and Life is still the best organ- 
ized and illustrated text in its field. It 
has high readability with major emphasis 
on applications of psychological research. 

Soring, Langfeld and Weld continues in 

a more conservative, research-minded 

tradition with greater emphasis on the 

classical experiments of sensation, mem- 
ory and learning. 


BarNnuart, C. L. (Ed.) . The American 
college dictionary. New York: Har- 
per, 1948, pp. 1432. 

This new abridged dictionary is of special 

interest to psychologists because of the 

psychological techniques used in its con- 
struction. The Lorge-Thorndike Seman- 
tic Count was used to select the words 
and meanings needed by general users. 

The selection of the basic vocabularies in 

special fields was accomplished through 

the cooperation of a distinguished list of 
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specialists. Format, arrangements, type 
style and other technical characteristics 
are excellent. This is the best college dic- 
tionary we have yet seen. 


Noyes, A. P. Modern clinical psychia- 
try. - Philadelphia: Saunders, 1948, pp. 
525. 


This is the third edition of a well-known 
text in the conservative organic tradi- 
tion. It might just as well have been pub- 
lished twenty years ago since there is 
little evidence that the findings of modern 
experimental psychology and_ sociology 
have been incorporated. 


Hinsuaw, D. Take up thy bed and 
walk. New York: Putnam, 1948, pp. 
262. $2.75. 


This is a popular a¢count of the dynamic 
teamwork concept of human rehabilita- 
tion as practiced at the New York Insti- 
tute for the Crippled and Disabled. The 
major emphasis is on outlining a new 
philosophy of rehabilitation. 


Jones, E. What is psychoanalysis? 
New York: International Universities 
Press, 1948, pp. 126. $2.00. 

This is a revision and enlargement of a 

series of popular essays by the promi- 

nent British pupil of Freud. The ex- 
position is so elementary as to be of value 
only to the layman. 


Anprews, T. G. (Ed.) Methods of 
psychology. New York: Wiley, 1948, 
pp. 716. $5.00. 


Twenty-two prominent American psy- 
chologists have contributed short papers 
explaining the scientific methods used in 


their respective specialties. Students will 
find the book of value in summarizing the 
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nature of all contemporary research meth- 
ods. 


Rucn, F. L. Psychology and life. 3rd 
Ed. New York: Scott-Foresman, 1948, 
pp. 782. 


SARTRE, J. P. The psychology of imagi- 
nation. New York: Philosophical Li- 
brary, 1948, pp. 285. $3.75. 

This book, written by a noted French 
writer, presents a metaphysical discus- 
sion of consciousness and imagination 
based on empirical experience and deduc- 
tive reasoning. It is of questionable sci- 
entific value. 


s3uRTT, H. E. Applied psychology. New 
York: Prentice-Hall, 1948, pp. 821. 
$7.35. 
The author is professor of psychology at 
Ohio State University with wide reputa- 
tion for his interests in applied psychol- 
ogy. He has written a comprehensive 
text for the beginning student. The 
general plan of the book consists of the- 
oretical discussions of the significance of 
the major research findings in the field 
with relatively scarce presentations of 
actual research data. 


Pepinsky, H. B. Diagnostic categories 
in clinical counseling. Appl. Psychol. 
Monogr., No. 15, 1948, pp. 140. $2.00. 


In the attempt to identify causes of mal- 
adjustment more validly, the author re- 
ports an investigation to determine the 
adequacy of a set of diagnostic categories 
including lack of assurance, lack of in- 
formation, lack of skill, dependence, self- 
conflict (cultural, interpersonal and intra- 
personal), and choice anxiety. This is 
an important pioneer research report. 
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THE ROLE OF THE CONFERENCE IN 
SCIENTIFIC INVESTIGATION 


FRANK FREMONT-SMITH 
Josiah Macy, Jr. Foundation 


On senatr of the Josiah Macy, Jr. Foundation | would like to start off with 
a few words in regard to the Foundation’s conference prograin before | turn 
the meeting over to the Chairman, Dr. Lawrence S. Kubie. 


This Foundation was formed in 1930. The donor, Mrs. Kate Macy 
Ladd, believed that a foundation’s function should be more than making 
grants in support of research; that a foundation was in a position to do some- 
thing more constructive than merely making funds available. Her thoughts 
were greatly inspired by Dr. Ludwig Kast, the first President of the Founda- 
tion. In her original Letter of Gift, she said that she hoped the Directors 
would be more interested in the “architecture of ideas than in the architecture 
of buildings.” We are here to build some ideas. The Directors have been 
aware that with the departmentalization of science, which is probably inevit- 
able, there will always be times when cross-fertilization across departmental 
barriers will be necessary; that in the solution of many basic problems a multi- 
discipline approach will be most fruitful. 


We have for some time been interested in the conference method for 
furthering scientific investigations. The experiment you are participating in 
today is an example of the current stage in our development of the conference 
idea. We started off with large, rather formal conferences, but came to realize 
that informal round-table discussions were much more effective. In the ordi- 
nary scientific meeting the percentage of time allotted to discussion is very 


solved issues—presentations which would be provocative of discussion and 
informal exchange of ideas. We have fele that much would be gained if an 
investigator were willing to expose his ideas, before they were committed to 
publication, to the critique of others who are interested in the same problem 
but who approach it from somewhat different points of view. Our confer- 
ences have brought together men from different disciplines interested in a com- 
mon problem for free and informal discussion and in order that they might get 
to know one another. In this conference many of you are already acquainted, 
but I hope that each one will find someone here whom he will know better at 
the end of the two days. One of the major stumbling blocks in science in the 
past has been the difficulty of communication. We feel friendly acquaintance 
provides the best atmosphere for communication. We are asking you, there- 
fore, to participate in this experiment in communication. 


1 am happy to welcome today the guests and members of this conference. 
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CONFERENCE ON TRAINING IN 
CLINICAL PSYCHOLOGY 


Morning Session 
March 27, 1947 


THE EVOLUTION OF A CLINICAL PSYCHOLOGIST 


MOLLY R. HARROWER 
Psychological Consultant, Department of State 


ue title, “The Evolution of a Clinical Pyschologist’’ has, I am afraid, all 

the earmarks of the type of autobiographical ramble indulged in by the 
after-dinner speaker. This, however, is not my intention. The few pertinent 
personal details can be dismissed in a paragraph. The choice of the words 
“<4 psychologist” rather than “‘psychologists”’ or ‘‘psychology’’ is to point up 
my belief that we have, at the present time, no discipline of Clinical Psychology 
in the same sense that we have Medicine, Law, Dentistry, or Teaching. And 
that there are, in consequence, no uniformly trained Clinical Psychologists in 
the sense that there are doctors, lawyers, dentists, or educators. To date, we 
are entitled to use the words “‘clinical psychology’’ only to differentiate an 
area of interest or activity other than the academic, to which the academically 
trained psychologist has devoted himself; that is, an interest in particular 
persons—in patients, maladjusted children, delinquents, and adolescents. And 
we have in the field a relatively small group of individuals, grounded in theory 
and experimental techniques, who have exposed themselves to dynamic 
psychiatry, immersed themselves in some medical atmosphere, and faced the 


; i question of therapy through personal analysis, but who have achieved these 
@ indispensables by diverse methods and often with great difficulties. Such 


persons, largely by virtue of their own haphazard training and the obstacles 
which they have had to overcome, have emerged with a pretty clear concep- 
tion of what professional training in the field should ultimately include. 


As a reference point, let me state here that my own background included 
four years of “‘pure’’ research in visual perception, memory, and thinking, 
and two years of college teaching, prior to a thoroughly academic doctorate. 
Thereafter, in an effort to reach my goal, which I may define as the relevant 
evaluation of personality in order to throw light on psychic and somatic 
disturbances, I tried three years of guidance and personnel work, four years 
of total immersion in the organic atmosphere at the Montreal Neurological 
Institute, three years as research psychologist in a Department of Neuro- 
psychiatry, and two years free-lance teamwork with my medical colleagues 
here in New York. Thus it is from the standpoint of these twelve years of 
post-Doctoral groping that I speak now of the development in my own mind 
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of the concept ‘clinical’ as pertinently attached to that of “psychologist.” | 
am concerned with the thought: 


When does a psychologist evolve into a clinician? 


This is a question which cannot be answered in the classroom, nor can | 
the evolutional phenomenon occur therein. It is born out of the actual struggle 
to find a place in an essentially alien discipline. It is a state of mind, or, like 
the Kingdom of Heaven, it is within us. Let me postulate, therefore, some 
of the most important attitudes and attributes which entitle the psychologis 
to put a “C”’ on his psychological sweater. 


I. A psychologist may be considered clinical when he is able to take a | 
responsible and unemotional stand on the all-important question of therapy, | 
a stand which takes into account that by no stretch of the imagination can i 
be argued, or by wishful thinking asserted, that there is anything in the 
regular Ph. D. in academic psychology per se which remotely equips him to | 
do therapeutic work; a stand, however, which does not evade the pressing | 
social issue by blind obedience to the letter of the existing law; a stand by | 
which he shows his willingness to put his own house in order through as 
rigorous and exacting analytic means as are available to him; a stand which 
assumes the responsibility to awaken in all his students or younger colleagues 
the inner need for availing themselves of the maximum degree of self-know|- [ 
edge before attempting to handle the lives of others; a stand which embodies | 
his belief in the validity of his evaluation techniques, so that he is willing to © 
put them to the test for their intrinsic, therapeutic worth, assuming the res- | 
ponsibility of developing, if necessary, a new therapeutic approach, a new | 
method of handling appropriately selected personality disturbances. 


II. The psychologist is entitled to the epithet “‘clinical’’ when he ceases | 
to consider himself as the infallible psychodiagnostician—God’s gift to the 
psychiatrist ! Or, on the other hand, when he is past the stage of thinking of j 
himself as “‘successful’”’ only in terms of the number of times when his diag- | 
noses equate with those of the psychiatrist, being elated when his batting 
average rises, plunged into the depths of despair as his “diagnoses” differ. 


Unpopular though this suggestion may be, I personally would like to see 
even the word “‘ psychodiagnostician’’ dispensed with, in that it is somewhat | 
pretentious and inaccurate! Actually, psychiatrists do not need the services | 
of psychologists, clinical or otherwise, to make a diagnosis, except in a very 
few cases. While it may be spectacular, for instance, to call attention to the © 
presence of organic cerebral pathology when none has been suspected, and to | 
have it verified by X-ray, while it may be satisfying to validate “objectively” 
the psychiatrist’s opinion of an underlying schizophrenic process in the 
demonstrable deviations which appear in the pliable materials of the projec- | 
tive techniques, such cases, though gratifying, form a very small percentage 
of those a psychiatrist sees or refers. 
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[| would prefer, therefore, for the Clinical Psychologist to emerge in a 
more positive role, in that of what I might call the assessor, surveyor, or map 
maker of the dimensions and depths of personality, or to see him envisaged 
as an explorer of the individual’s potentialities and resources. Thus his task 
would not lie in the diagnosis of a neurosis, but rather in a description of the 
type of personality in which the neurotic symptoms were finding expression. 
For when all is said and done, diagnosis is a small part of the battle for all 
concerned. The psychological clinician must realize that his information is 
valid in its own right, and that it needs to be presented in such a manner that 
the therapist can best make use of it in planning for the patient's welfare. He 
must remember that his long suit lies in being able to answer the question, 
“What personality resources does this patient possess?’’ developing, if nec- 
essary, new categories, new patterns of personality, new clinical entities, if his 
material so demonstrates. 

Because of our inevitable lack of orientation in the medical and psychiatric 
fields, we as psychologists are only just reaching the point where we can 
refrain from the attempt to fit our findings into the pre-existing pigeonholes; 
where we are realizing that our task lies in presenting our material in a way 


that does least damage to it. 


In the same way, the psychological clinician, in his role of explorer or 
surveyor, must have reached a point of belief in his own materials and his 
own capacities so that he is unabashed to report negative findings, where neces- 
sary; and he is willing to report his failure to detect clinically suspected 
trends without feelings of guilt and insecurity. He must realize that his re- 
cording cameras, so to speak, are often set at different angles from those of the 
psychiatrist, and therefore that his picture of the person under scrutiny may 
look different, and that often the very discrepancy between the two pictures 
may be important in assessing the total personality. 

Ill. A psychologist may be considered clinical when he has lost his 
experimental rigidity sufficiently to realize that at any moment more relevant 
material may be elicited in relation to a particular patient by a complete break 
in or change of technique; when he knows that the rules for administering 
a test are not ends in themselves; when the detailed recording of a single 
failure to a given problem becomes of paramount importance and is never dis- 
missed as an item merely ‘‘not completed in the allotted time;’’ when he is 
willing to replace the demanding quantitative deity he has worked for as an 
experimenter and at whose feet he has poured endless libations of statistics 
by the humble, qualitative hunch; when he is willing to give full weight to 
a single slip of the tongue in an answer, despite its correction to one which 
is technically acceptable. 

IV. A psychologist may be considered clinical when, before he utilizes 
a new test instrument, he is willing to see himself as primary source material, 
subjecting his own performance to the scrutiny of a recognized expert; when 
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he can refrain from envisaging his own performance as the norm, or the good, 
or the center of the universe from which all others deviate, so that all persons | 
resembling himself are automatically whitewashed and those most sharply 
deviant in personality type considered more seriously disturbed; when he is 
willing to take a good look at his own weaknesses, to seek out his own blind 
spots, and to relate these inadequacies to his evaluation of the personalities of 
others; when he ceases to have, or preferably, has never had, the attitude 
that a psychologist is in essence a glorified examiner, a being apart, a deus 
ex machina, an individual forever sitting in judgment on some sort of sub. 
species, the patient; when he is willing to say, with John Bradford in the 16th 
Century, “There, but for the grace of God, go I.” 


V. In the fifth place a psychologist may be considered clinical when 
he has sufficient perspective to select the relevant type of investigation for the 
problems presented by the particular patient; when he has made sure that © 
he can relate his findings to the actual problem confronting the physician; | 
when he has assumed some responsibility for the education of his medical | 
colleagues in areas which, though routine to him, are new to them; when he 7 
will present, whenever possible, copies or samples of the specific performance 
of his patient, and allow himself only the types of conclusions and generaliza- 
tions which can be understood from the material which he presents. Mos 7 
important of all, when he is able to communicate his findings in an intelligible 
fashion, without recourse to high-sounding technical cliches from textbooks, 
the meanings of which he is actually uncertain himself. This problem is, 
to my mind, all-important. Slowly, in the course of attempting to bridge a 
gap between disciplines, one realizes the tremendous waste in meaning which | 
takes place. Nowhere is the psychologist’s anomalous position more clearly | 
demonstrated, or the failures in a medical education which leave out some’ 
type of psychological orientation more clearly shown. The psychologist re- | 
sorts to technical jargon largely because he is unable to say in plain English 
what his findings mean, even to himself. He has had, that is, a textbook! 
orientation and lacks real clinical experience even in his own field. He is} 
afraid to use medical terminology because he feels insecure and self-conscious | 
in it. 

Let me caricature a not unusual comedy of errors. The scene is laid in 
any hospital in which the psychologist is attempting to find his place without 
having clearly before him his goal, his responsibilities, a knowledge of his 
place on the team. The intern, who has been asked to have the patient exam- 
ined psychologically, translates these instructions into, “I want an 1.Q. on this 
patient; they’re going to discuss him on ward rounds.”’ Since the intern has 
had no training in psychology, this vagueness is inevitable. The psychologist 
takes this request at its face value, and reports correctly, but in this case mis 
leadingly, ‘1.Q., 100,’’ without explanation of the all-important additional 
fact that ‘‘there is a considerable amount of scatter between the sub-tests.”’ 
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The intern, ignoring the last sentence, reports at ward rounds, ‘The 
patient is normal; psychological examination negative.’’ A psychiatrist in the 
Wcroup may look skeptical and ask if a Rorschach has been done. The intern 

® (chis is in the days before the famous film, The Dark Mirror!) makes a note 
ro “get a raw something done”’ or alternatively, “‘one of those shock tests.” 
he psychologist administers the Rorschach, and again speaking in his foreign 
language reports, “‘ This patient shows W, 20%; D, 20%; Dd, 60%; F—, 
50%; no M or FC; color shock on CardiIlI.”” This technical monstrosity is 
d off by the intern next day, and needless to say, no one is any the wiser. 


At this point, two psychiatrists may disagree with regard to the patient’s 
relationship to reality, and the psychologist is asked point blank to pronounce 
him either neurotic or psychotic. On the spot, and feeling grossly insecure, 

e remembers Rorschach’s pronouncement that when color shock is found in 
a record, there can be no question of a psychosis. He makes a blind stab and 
pronounces the patient neurotic. When the patient several days later is trans- 
erred to a psychiatric hospital, the intern feels justified in remarking, ‘‘I cer- 
ainly can’t see any point in getting a petient psyched; first they say the man 
s normal, then he’s neurotic, and all the time the guy’s nuts!” 


: Ten years ago, the spectacle of the psychologist knocking for admittance 

at the pearly gates of the medical world was a novel, if not a startling, sight. 
t evoked frankly raised eyebrows among psychological colleagues, who saw 
pne as a renegade, automatically lost to science and research. The medical 
St. Peters who cautiously opened the door were kindly and tolerant, but were 
puzzled as to what to expect from or offer to their lay visitor. Even the 
psychologist himself was none too sure of his mission, for without the house- 
hold word of psychosomatic medicine or the concept of the projective tech- 
niques, his place in the hospital set-up, his mode of attack on problems, was 
nebulous. To those of us who experienced these groping, tentative, but 

llenging years, the sudden shift of the wheel of fortune which has precipi- 
ated Clinical Psychology into the position of a vocational best-seller is almost 
breath-taking. 


All over the country, as we know, universities are trimming their courses 
br augmenting their catalogs to meet the growing demand of students for 
tic training in this field, and as a result, academic psychologists with- 
but hospital experience and with no orientation whatsoever in the field of 
erapy are having incongruous demands made on them. Ie is clear that we 
at an important point in the development and crystallization of a pro- 
ession. Clinical psychologists are in demand, and in future they will arrive at 
he scene of action with the knowledge that they are specifically trained for the 
ask at hand. Clearly, the relevance of that training is all-important; and to 
my mind cannot come from a psychological orientation alone. It must include 
the ideas, criticism, cooperation, and support of our medical colleagues. 
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PRECLINICAL TRAINING OF THE 
CLINICAL PSYCHOLOGIST 


CARLYLE JACOBSEN 
Dean, State University of Iowa, Graduate College 


M* contribution to the program of this conference can best take the form 

of a survey of current practices for the training of clinical psychologists. 
In making such a presentation it is important that one keep in mind the kind 
of person who is expected to be the product of such training. In the pasr, 
and at the present time, the psychologist in the team of psychiatrist, social 
worker and psychologist has made a major contribution in the area of research 
as well as carrying certain clinical responsibilities. | would regret any program 
that does not provide good training of the psychologist in the area of research. 
It is one of our present vantage points and one of our major areas of con- 
tribution. I feel we should continue to exploit this advantage. It is quite 
possible that we will wish to see further specialization as between the individ. 
ual whose primary responsibility will be in the area of research and the in- 
dividual whose primary function will be in the area of clinical service. The 
training programs for these two groups of persons may indeed require quite 
different content and approaches. It is worth noting that as of the present time 
many of the major research contributions in the field of clinical psychology, 
and certainly from the point of view of psychology as a basic medical science, 
have come from psychologists who have been trained primarily as investiga- 
tors, not as therapists. While it is possible in some instances that these two 
talents and interests will be combined, I suspect that it will more usually re- 
quire different individuals. In planning a program for the training of clinical 
psychologists, I think it is important that we do not lose sight of the fact chat 
we still need a Ward Halstead and others who have come to clinical investiga- 
tion from the psychological laboratory, as well as other individuals who 
would be trained primarily for the practice of therapy. 


In offering these comments on a training program for clinical psycholo- 
gists, may I emphasize the danger that is involved in crystallizing the pattern 
of training too early. Clinical psychology is far from having its task complete- 
ly formulated or its status in the clinical team clearly defined. Certainly we do 
not know the precise training that will produce most effective individuals, if 
indeed there is any single program that is either essential or adequate. My 
comments, therefore, should be looked upon as suggestions and as a reflection 
of training programs now in operation, perhaps not in any given institution, 
but crystallized from a number of programs in various institutions. One word 
of further explanation—in recent years medical schools have increasingly 
dropped the long list of prescribed courses and have been content to say that 
its students shall be trained in certain basic areas of study. In my comments, 
I hope that the various subject matter listed in the several areas will not be 
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looked upon as course designation, but rather as areas of knowledge that ought 
to be built into the competent scientist or clinical psychologist who wishes to 
work with people in health agencies. 

Ac the undergraduate level it is perhaps convenient to group the training 
under the following major headings: the biological and physical sciences, the 
social studies and the humanities. In part, it is a reflection of my own back- 
ground in training and to a greater extent a certain acquaintance with the field 
of medicine that causes me to emphasize the need for broad training in the 
biological science. Man is an organism and man’s problems in part derive 
from the fact that he is a biological organism attempting to adapt to the 
environment in which he lives. It seems essential that the prospective clinical 
psychologist shall have had training in general zoology and, for my choice, 
additional training in the field of general physiology. In order to handle work 
in general physiology adequately it is necessary that the student shall have had 
adequate background in physics, chemistry and mathematics. Certainly as 
biology and psychology become more quantitative in their approaches, an ade- 
quate foundation in mathematics has become increasingly essential. It does 
not seem unreasonable that the student would devote approximately twelve 
hours to work in the field of biology and another thirty hours of study in the 
areas of physics, chemistry and mathematics. 

Turning next to the area of the social studies, a knowledge of the basic 
materials in the field of sociology and anthropology, in economics and in 
political science, would appear to be a minimal requirement for the individual 
who is going to work with people living in our present social order. In addi- 
tion to this training in the area of the social studies, one might well ask that 
the student, as an undergraduate, have an introductory course in psychology 
and social psychology and that he have a course in statistics and a course in 
experimental or physiological psychology as part of his undergraduate training. 
This study in the area of the social sciences would require from 24 to 30 
semester hours of work, or essentially the equivalent of one full academic year. 

Not only for its contribution to the general education of the prospective 
clinical psychologist, but also for its value in dealing with and understanding 
the problems of patients and for knowing the world in which we live, the 
minimum of a year to a year and a half can well be spent in the area of 
English, including the technical aspects of composition, in literature, history, 
art, music and foreign languages. 

The task outlined here is no small undertaking. With some measure of 
choice left to the student's special interests, four years of study will be required. 

Let us consider next the program of the student at the graduate level. 
He is presumed to have had an introduction to psychology, social psychology 
and some acquaintance with statistics and introductory experimental psychol- 
ogy. The program at the graduate level can well begin with a consideration of 
some of the so-called fundamental courses in psychology, courses that should 
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be similar to the basic science courses offered to the student in medicine during 
his earlier years. In arranging programs of study, it is a desirable pedagogical 
technique from the point of view of interest, and I believe from the point of 
view of sound training, that the student shall from the outset have work in the | 
area of his principal interest, namely, clinical pyschology. 

A knowledge of the history of psychology, particularly of modern psy. [ 
chology, seems to be fundamental if the student is to have any reasonable | 
background for his advanced study. At the University of Iowa such a course 
explores the major, modern systems of psychology. Likewise, some under. © 
standing of the philosophy of science seems essential to a person who proposes © 
to become a scientist and apply the scientific techniques which he will learn. | 
If such courses are to be effective, it is my opinion that we will require teachers | 
who are more adequately prepared than many who now offer such courses | 
in the history of psychology. At lowa we have been fortunate in having as © 
our professor in this area of study a man who was thoroughly crained in math. | 
ematics and in the logic of science and who has alse been trained in the area of 
social study, especially of law, who has been analyzed and who knows dynamic 
psychology through his own personal experience and work in this field. Such | 
an introduction to the history of psychology and to the methods of science 
gives a good background upon which to build the later techniques and skills 
that are to be offered to the student. Such a course could well occupy from © 
three to six hours of study (nove that 30 semester hours per year represents | 
a full schedule of scudy in the Graduate College). : 

The area of developmental psychology, of advanced social psychology | 
and of dynamic psychology might well occupy from nine to twelve hours of | 
work during this first year. It would be in such courses that the student should | 
come to know current theory of personality structure and development, and 
something of the problems of adaptation to the social world in which we live. | 
In addition to this training in the area of dynamic psychology, it is essential © 
that the student acquire during his first year of graduate study a firm ground © 
ing in the theory of measurement and the design of experiment. One of the © 
major activities of the clinical psychologist in his work as a member of a team / 
will be concerned with measurement of ability, attitude, interest and capacity. 
It is reasonable that he understand the statistical and mathematical background © 
and a.sumptions that undérlie the tests and other evaluating instruments which _ 
he will use in his study of the patient. Such a course might well require from 
three to six semester hours of work, depending in part on the manner in which | 
other courses are arranged in the individual department. Finally, in the area © 
of background or basic courses, I would like to include work in the psychology | 
of learning and in experimental psychology. Much of the activity of the clin. © 
ical psychologist is going to be concerned with the problem of learning and re- 
learning, of modifying attitudes, of helping the patient to restructure habit © 
systems. Certainly it is desirable that the student have some grasp of learning 
theory and of the technique and skill involved in re-education. The work thus | 
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far outlined would embrace approximately four-fifths of the student’s time 
during the first year of graduate study. The final segment of time, approxi- 
mately six semester hours might possibly be devoted to what we may call the 
introduction to clinical psychology. In'such an introduction to clinical psy- 
chology, 1 would hope that the student would first of all learn something of 
the responsibilities that come to the individual who proposes to help with 
other people’s problems. He should learn of his relations to the patient and of 
his relations to other professional members of the team. These attitudes and 
points of view should be foremost in the mind of the student from the very 
beginning of his training as a professional psychologist. 

It is also encumbent on the neophyte to learn in a practical way of the 
simpler techniques which he will be called upon to use as a clinical psycholo- 
gist. As part of his introduction to clinical psychology he should know some- 
thing of the way in which the Binet Test or the Bellevue-Wechsler Test are 
constructed and the way in which they are used in the study of patients. This 
should be not merely a theoretical or didactic instruction but should include a 
clerkship type of training given in the clinical center. The prospective clinical 
psychologist should also be learning at this time something of the art and tech- 
nique of the personal interview. He should learn the importance of record 
keeping and the ways in which records are preserved and used for analysis. 
The student should learn something of the report which he will be expected 
to make in writing to other members of the team or to social agencies, and the 
manner in which he can most effectively present his material at staff confer- 
ences. Finally, the student would learn to review and evaluate his own exper- 
ience with a particular case in the expectation that he will learn from his 
errors and successes and will develop the attitude of criticism toward all of 
his activities. 

It will be a busy year for the student and lest the summer go to waste, 
I would recommend that the prospective clinical psychologist devote it to an 
introduction to social case work as taught in some competent school for the 
training of social workers. I would like him to understand the point of view 
and the technique of another member of his team, not with a view that he 
would become a “jack of all trades” and try to carry the task of the social 
worker as well as of the clinical psychologist, but so that he may know the 
problems and the approach of the social worker. He will be a better clinical 
psychologist for this experience. 

The work of the remaining three years in the training program of the 
§ clinical psychologist should place the major emphasis upon the clinical skills 
and the point of view that are necessary for the future work of the student. 
During the second year, three or four areas of work should be covered. First, 
there should be a course in advanced psychological measurements which 
would include theoretical and practical training in the projective techniques, 
in the measurement of special disabilities, the evaluation of vocational apti- 
tudes and interest, and the measurements of attitudes. Allied with this theo- 
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retical preparation there should be a practicum course which would give the 
student opportunity to apply the skills and techniques at the point at which 
service is rendered to the patient. In so far as possible, the practicum cours 
should give the student opportunity to serve in a psychiatric unit, on the 
neurological service, in general medicine and pediatrics. As opportunity offers 
it is desirable that the student have practicum experience working in a schoo! 
system, in a vocational counseling unit of a university guidance program, and 
in the work of one or more social agencies dealing with community problems. 
These two courses would well occupy at least one-half of the second year of 
graduate study. 

It is essential that a clinical psychologist who is to work effectively in 
health agency should have an acquaintance with some of the problems of the 
physician. He should understand basic concepts and should appreciate the | 
therapeutic problem which the general physician faces in addition to under- 
standing in greater detail the problem of the neurologist and the psychiatrist. | 
Such training on the clinical services of departments of medicine, neurology, | 
psychiatry and pediatrics can well occupy the twelve to eighteen semester hours | 
of the student’s time. 3 

The third major activity of the second year could be an introduction to | 
therapeutic techniques. Psychologists should know reading disabilities and | 
the ways in which reading skills can be improved. It would be useful for him 
to know something of the techniques of speech training, of vocational coun- 
seling, and where the relationship is favorable between psychologists and 
medical personnel, it would be well for the prospective clinical psychologist | 
to have his first introduction to psychotherapy during this second year. For 
those students who are unable to get this phase of their training started during 
the second year, selection of the internship should be arranged so as to provide 
for training in psychotherapy. Again we find that we have given the student 
a well-filled year of work. 

At some time during the student’s four years experience, it is essential 
that he have a year of internship. In many instances, it would be most ad- | 
vantageous to take this year of supervised experience as the third year of a four- | 
year graduate program. The student should have acquired sufficient skill to 
handle his basic techniques, to understand clinical problems, and to know his 
way about in a clinic or hospital organization. He should be capable of carry- 
ing on the ordinary routine with a minimum of supervision. He does need, | 
however, a good measure of the chastening influence that comes only through | 
having to apply, evaluate and learn from making one’s own errors and from | 
achieving success. 

As graduate instruction is presently ordered in most institutions, in most 
graduate colleges, the student for the Ph. D. degree is required to prepare a 
thesis. Preparation of this thesis should be the equivalent of not less than one- 
sixth, and in many instances up to one-third, of the student's full graduate 
program. The fourth year would be devoted in large measure to preparation 
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ot the thesis. Indeed, i: should be possible for the student to outline and plan 
his thesis during the latter part of the second year, and if the scudent’s intern- 
ship is accomplished in an institution sympathetic to research, it might be pos- 
sible for the student to gather certain basic data during part of his internship 
year. The second major activity of the fourth year would consist in seminars 
and advanced courses in the field of psychology, education, vocational guid- 
ance, sociology, anthropology, and in psychiatry and other medical disciplines. 
Secondly, these should be cross-discipline seminars so that the student has 
opportunity to participate in the exchange of points of view between the sev- 
eral areas of study. 

In outlining a program such as this, I think ic is important that we allow 
for some measure of elective work on the part of the student, although fre- 
quently this elective work can be accomplished in part of the student’s thesis 
or in the seminars of the fourth year. {t should be possible for the student 
to develop some special interest or talent which he may possess. 

The program which has been considered is oriented primarily toward the 
training of students who will serve in the role of clinical psychologists in a 
health agency with emphasis upon the service to patients. For those whose 
special strength will reside in the field of investigation, it may be desirable 
that they plan theses that will be more rigorous than the thesis of the clinical 
psychologist. 

There will be few in the field of clinical psychology, as it is now con- 
stituted, who would be happy to see the training reduced below the level 
which has been here indicated. It is a long program and, in certain respects, 
one that leads to limited vocational opportunity. It is hoped that this presen- 
tation will give some understanding of current practices in the training of 
the clinical psychologist and serve as one point of departure for the later dis- 


cussions of this conference. 


TRAINING FOR THE CLINICAL APPLICATION 
OF TEST TECHNIQUES 


DAVID SHAKOW 


Professor of Psychiatry, University of Illinois 
ge of Medicine f 


"THE figures which Dael Wolfle got together for President Walter Dill 

Scott on the extent to which psychological tests are used, are impressive 
but at the same time frightening. For those of you who are not regular readers 
of “ The American Psychologist’’ this statement is I suppose somewhat cryptic. 
I am referring to a recent statement by the Secretary of the American Psycho- 
logical Association. Dr. Scott inquired as to whether Wolfle could tell him 
how many tests had been given to how many people in the United States. 
After some study, the latter came up with the figures, for 1944, of 60 million 
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standardized tests administered to 20 million people. Of these, 25 million 
had been given to approximately 4 million in the armed services. 

The tests done in the clinical setting though relatively small in this 
astronomical context are absolutely quite great and probably carry the mos 
important practical implications. One sees here a reasonable basis for the con. 
cern existing in several quarters about the part which these procedures inevit. | 
ably play in determining the direction of psychological development; concern 
about the dangers associated with placing tools of this kind in the hands of | 
technicians, that is, in the hands of persons who, from the standpoint of the | 
academic group, have no real foundation in a discipline and who, from the 
standpoint of the clinical group, have no real understanding of the setting ” 
in which they are to be used. 3 

It is the recognition of the needs as well as the dangers of the situation J 
which has led to the recent emphasis on professional training in clinical | 
psychology, training which is directed towards the development of competence © 
in research and therapy, as well as in test procedures and their application. 

In the setting of a program for training in clinical psychology which © 
accepts at least a four-year graduate course, three years at the university and | 
a year of internship, there are two obvious aspects of training in test procedures © 
which should be considered : What is the part to be played by the university: © 
what is the part to be played by the field center? It is the consideration of the | 
high points of the contribution of each which concerns us now. ’ 


Training at the University Level 


In discussing the university’s contribution, | shall limit myself almosc | 
entirely to the courses directly related to test training. The University may 
reasonably be expected to provide the student with his first acquaintance with 
test techniques. More important, however, it should give him a systematic 
foundation of knowledge about tests. 

This would involve an integrated program of teaching, having these 
main aspects : description, theory and practice. Without becoming involved in 
the details of curriculum construction, we can indicate what we think the stu- | 
dent should in general have by the time he gets to the internship training 
center. 

He should have a background in the theory and philosophy of testing. 
This would include an understanding of the place of testing in systematic 
psychology, its relationship to other forms of directed acquisition of know!- 
edge, such as naturalistic observation and experiment, its history in detail, its | 
strengths and weaknesses as a scientific method and as an applied technique. 7 
He should have a background in the theory and practice of test construction, 
its psychological aspects, its statistical aspects, its relationship to factorial 
analysis and other, more psychological, methods of personality analysis. He 
should have an extensive, if superficial, acquaintance with the wide variety 
of test devices : intelligence—verbal and performance, individual and group; | 
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personality, questionnaire and projective; educational and vocational guid- 
ance; sensory and motor; and some general notions about their applications. 
He should have a more intensive acquaintance with certain selected devices 
generally used in clinical settings. Whereas he may have acquired his knowl- 
edge of the former from general test survey courses, his knowledge of the latter 
should have been obtained from specialized courses concentrating on these 
techniques. And this knowledge should not have been derived from didactic 
teaching alone or from additional occasional practice on fellow-students. Prac- 
ticums and clerkships must have been recognized as essential parts of the 
training, and periods of practice with subjects in clinical settings must have 
been provided. The general emphasis during the university period should, 
however, not be on too intensive practice in any one device or with any one 
type of subject; rather, should it be directed toward the students’ getting the 
“feel” of contact with a variety of types of patients as well as the “feel” of a 
variety of test procedures. With this in mind the university should have 
available geographically convenient clinical and other field centers for clerk- 
ships, such as schools, child guidance units, feebleminded schools, psychopathic 
and other psychiatric hospitals, educational and sensory-motor disability 
clinics, prisons, industral units and vocational guidance centers, among a 
number of which each student may be rotated. 


Training at the Field Level 


We have in mind here a period of at least a year spent in an internship 
or externship. Even if the preparation with which the student comes to the 
field training center meets the criteria outlined, it is inevitable, and in fact 
desirable, that a certain amount of the activity at the center is duplicative. 
The student should at the time he commences the internship have, besides a 
general background in psychology, a broad acquaintance with test techniques 
and a beginning appreciation of their application. He has now come to a 
setting whose major contribution is that it throws him into direct, constant 
and intensive contact with human material—a setting in which he can apply 
both his theoretical knowledge and his beginning skills. 

In this environment, where the emphasis is on the individual patient 
rather than the problem or the technique, there are certain goals related to 
test procedures which one hopes the student will achieve. One hopes that 
besides acquiring skill, through repeated practice in the administration and 
understanding of a wide variety of tests, he will learn when tests are called 
for and when not, what tests and combinations of tests are required in specific 
problems; that he will learn their limitations as well as their strengths. One 
hopes that besides acquiring a sensitivity to the diagnostic and prognostic 
aspects of his test findings he will become sensitive to the therapeutic impli- 
cations as well. In fact, one hopes that he will go further and develop a 
‘therapeutic attitude” in his testing, will avoid probing and the carrying out 
of misplaced therapy, and without violating the controls and in keeping with 
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the spirit of good testing procedure he will leave the patient the better rather 
than the worse for the experience. One hopes that he will acquire some sense 
of balance between the extremes of rigorous pedantic exactness and sloppy 
guessing, that he will recognize that different problems lend themselves to 
differing degrees of control, that there are times and stages of the develop. 
ment of a problem when a rough negative correlation appears to obtain 
between psychological meaningfulness and degree of control. One hopes that 
he will learn that what is important, while working always for reasonably 
greater control, is to be honest about the degree obtained at the particular 
time, to admit ignorance and hypothesizing when such are the case. One 
hopes that he will attain enough security on the one hand not to escape, into 
exactness about the insignificant and on the other, into meaningless profundi- 
ties, because he is overcome by the complexity and the difficulties of the 
significant. One hopes that he will at the same time acquire modesty in the 
face of these difficulties. One hopes that the student will acquire a sense of 
responsibility about his findings—an appreciation of the fact that his finding; 
make a real difference to a particular individual and his immediate group, 
and that he carries this as well as the broader social, scientific responsibility. | 
One hopes he will learn to be constantly sensitive about the research implica- 
tions of his findings and his techniques, that he will be aware of the inadequacy | 
of the methods, the data and the theory in the field, that he will therefore 

be on the lookout for significant problems and ways of attacking them in order | 
to tie them up with the fundamental facts of psychology. One hopes he will 
learn to work closely and in integrated fashion with other disciplines whose 
essential goals are similar, that he will learn the true value and meaning of 
the “‘team’’ approach to the problems which he meets, problems which require 
this cooperative attack because of their complexity. 


These general goals can more easily be achieved in a large training center 
where various disciplines are represented and where students from these other 
disciplines are ttained. Too much training in psychology has gone on in 
starved environments, and there should be a change in this respect. In the ade- 
quate training center, besides the appreciation of the many-sidedness of the 
problem which comes from the different philosophies and points of view 
which are ordinarily represented, there is a good deal of learning by example 
from the other disciplines, e.g., an appreciation of rigorous experimentation 
which is derived from the physiologist and biochemist, or an appreciation of 
the importance of meaningfulness, as represented in the systematic viewpoint 
of the psychoanalyst towards molar data. 


Before permitting the student to get involved in any testing at the field 
training center, he should have a period of intensive “soaking”’ in patient 
contacts in order to become aware of patients’ attitudes and experiences, of 
what sickness really means to the patient and his family. In the resident psy- 
chiatric hospital this is fairly easily arranged, since a period of a week or so 
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on the wards, in the capacity of attendant, meets these preliminary needs. In 
out-patient clinics and other institutions which do not have a resident popula- 
tion the student should spend such a period in sitting in on anamnestic and 
other interviews and obtain, in every way convenient, direct contact with 
patients and their problems. 


In the actual process of training for test ‘adilitcedia’ the student, under 
close supervision, should be permitted to travel as fast as his background and 
ability permit him. The general policy is for him to start with the simpler, 
more controlled and objective devices and work up through a series of steps 
to the more complicated, subjective ones. Throughout there should be empha- 
sized the need for being sensitive to the evaluation of the patient’s attitude 
toward the examination, the possible handicapping factors, his interest and 
effort, the representativeness and optimal level of the findings. 


With respect to each test device, the general order of training for examin- 
ation consists first in general background reading of the manuals and other 
pertinent material about the device. This is followed by a period in which 
the student observes through a one-way screen the administration of the test 
by experienced examiners. He may then practice on fellow-students and follow 
this by practice on patients. (In this connection, a state hospital with a large 
stable population is particularly satisfactory for training since patients are 
always available for examination and with few exceptions welcome the ex- 
perience.) This may be done under observation by colleagues, or independ- 
ently in the earlier stages. A written test on the procedure, followed by the 
actual examination of a patient while being observed by the supervisor, brings 
the training period to a close, if these steps are passed successfully. The intern 
is now presumably ready to administer the particular device independently, 
subject to the conference review by the supervisor which continues throughout 
the internship. 

Training in the treatment of test results follow a pattern whose purpose 
is to provide intensive supervision during the early stages. After scoring the 
test results, which are checked for accuracy by a fellow-student, he writes a 
report which is criticized by one of his more advanced fellow-students. Such 
student checking and initial supervision, we have found, is very helpful in 
making students aware of points to which they would otherwise not be sensi- 
tive. It makes them more appreciative of the problems inherent in supervisory 
control and speeds up the process of accepting responsibility. The report is 
then turned over to the supervisor. It has been my experience that strictness 
and insistence on high standards for report-writing is one of the most valuable 
contributions made by the internship. It is also one of the sources of greatest 
difficulty in the initial handling of interns. With very few exceptions, how- 
ever, interns are in the end grateful for having had to submit to this discipline, 
and feel that they have gained considerably in the ability to analyze and 


organize case material. 
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The supervisor's responsibility in this respect is of prime importance. |: © 
is not his task to check reports for simple errors in technique or arithmetic © 
These, with few exceptions, are taken care of by a student checking system | 
Rather is it the supervisor's task to criticize the evaluations made by the intern, ” 
to consider points which have been missed, or wrong interpretations, to indi- © 
cate ways in which the exposition of the findings is inadequate, and ways in © 
which they can be made more adequate. After mutual consideration of these ~ 
points the intern rewrites his report and returns it for further criticism. The | 
supervisor may insist on as many rewritings as he deems necessary. . 


From the description of the clinical psychometric program here given, ic | 
will be seen that considerable dependence for its successful outcome is placed | 
on the quality and amount of supervision provided. Although during the pro. | 
cess of training a considerable amount of necessary service work gets done, © 
and it is important that this should be so, the goal of training cannot be for © 
gotten. From the institution's standpoint the investment is worth-while, for 7 
in the latter half of his internship the student is sufficiently well-prepared so 
that he can make a definite contribution to the institution’s needs. : 


Having gone through this preliminary period of test training for some | 
of the simple devices, the student, as soon as possible, is permitted to take his 
place in the routine examination of patients, starting with the simpler prob- | 
lems and working up through the more difficult. While he is carrying this | 
responsibility, he is at the same time going through the training process for the 
more advanced and difficult tests and as he becomes ready can set up more and | 
more complicated batteries of tests. It is important, however, to keep the | 
student under control and prevent him from rushing ahead too fast or revers- 
ing the natural order too much. It is common for students to wish to get on 
rapidly to the study and use of the Rorschach and TAT without previous 
thorough training in the simpler devices. The reasons for the delay, namely, | 
the importance of extensive clinical experience as well as technical accomplish- 
ment for the proper use of such devices, must be made clear to them. 


The student should be encouraged to carry out the examination with ; | 
minimum amount of information about the patient. The basic descriptive | 
data, together with the problem as it exists for the psychiatrist referring the 
case, should ordinarily be the only knowledge available for the initial examin- 
ation. If other definite problems turn up during the examination, these may 
be followed up. The results are written up and only then should the case record 
be consulted. The relationship of the psychological findings to the psychiatric, 
physiological and social data may be evaluated separately. The report should 
consist of several sections: an analysis of the test results which should contain 
an objective account of the test findings and behavior of the patient during 
the examination; this should be followed by an evaluation and interpretation 
of the findings as they relate to diagnosis, prognosis and other factors; recom- 
mendations for disposition may be made if these are called for by the problem 
or the findings. 
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When he has reached the stage of taking part in the routine examination 
of patients and usually after he has organized his report, the intern is en- 
couraged to discuss personally with the referring psychiatrist (usually the 
resident) the findings and their implications. We have found this to be one 
of the best points of contact between the students in the two disciplines and 
an enriching experience for both. 


In the early stage of the internship, the student depends upon some senior 
member of the staff to report his examination results at staff conferences. As 
he attends more and more conferences and becomes increasingly proficient in 
his testing, he is gradually led into reporting at conferences, starting with the 
simpler diagnostic conference, and toward the end of his internship period, 
reporting at major teaching conferences. In this way he is given, increasingly 
difficult administrative functions and is actually learning to carry a staff mem- 
ber’s responsibilities. 

With regard to the extensiveness of the experience which the intern may 
be expected to go through during the course of a year, it has been our experi- 
ence that a program which involves the examination of between 100 and 150 
cases is about average and as much as a student can handle, considering the 
other demands on his time. This, of course, refers to his direct examinations. 
A good deal of his test experience comes from indirect contact with additional 
patients through the reports of other examiners during conference, personal 
discussion or supervision. This experience should have included as extensive 
a variety of patients as the institution possesses but the emphasis should be 
on the intensive study of fewer cases rather than on mere numbers for num- 
ber’s sake. There is a certain advantage, however, to experience in screening— 
very short contacts with a great variety of cases, and if such experience can be 
provided it should be considered as a desirable part of the training. Whenever 
possible there should be an opportunity for work with normal subjects, em- 
ployees or others, in order to help the student maintain a norm for judgment 
Band to understand the factors which go into the making of normality as well 
as of deviance. 


Concurrently with the testing of patients other activities having direct 


seminars in which new developments in test theory, procedure or norms are 


onsidered. 


Besides the activities mentioned there are others, less directly, but no less 

significantly, related to the test program. I refer to the acquaintance which 

student makes with clinical psychiatry through attendance at case confer- 

nces and didactic lectures, his experience with interview and therapeutic tech- 

niques, and his participation in research activities. These relationships, I 
, will come out in other presentations. 
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SUMMARY OF THE DISCUSSIONS 


KUBIE : Many inportant questions have been raised this morning con. ~ 
cerning undergraduate education for clinical psychology: How long must such 7 
training last? How long should one aim for? What concept of duration ~ 
gradually should evolve? What do we train for? Is the initial goal of basic © 
training to prepare a man for practice, as in medical schools, or is the primary © 
purpose to be to train a man for teaching and research? 4 

Here it might be well to consider the experience of those medical schools " 
which have tried to place the emphasis largely on training for research and © 
teaching rather than for practice. This has never been an absolute distinction, © 
but it has led to certain curricular differences. For instance, for many years | 
there was a deliberate plan of this kind at Yale, where every student had to © 
do a piece of research as part of his own training. This question of funda- 
mental policy will come into our deliberations on the basic curriculum for 7 
clinical psychology. 

Another troublesome and basic problem brought out in the discussion was ~ 
the question of when in any curriculum it is best to teach what human beings © 
are like. This is a fundamental issue in the evaluation of all teaching in this | 
field, since the emotional maturity of students depends on the answer. 

We began with the issue of what should or should not go into the under. | 
graduate curriculum. This brought up many difficult and complicated prob- | 
lems such as, the question of motivation, the question of how early a man | 
matures, and how early he loses that obsessional indecision, characteristic of 
adolescence, and also how he handles that obsessional indecision. It was point- | 
ed out that there are youngsters who handle this by plunging impulsively into | 
a quick pseudo-decision; that this often isa premature and unrealistic descision, 
which may, nevertheless, color their whole lives. So often the adolescent | 
thinks he knows what he wants and goes directly after this goal only to be dis- 
appointed when he reaches it. Other youngsters handle the underlying inde- 
cision by postponing the decision indefinitely, sometimes using that inter- | 
vening time profitably for broadening their horizon, and sometimes wasting | 
it. The problem of how to deal with these two extremes and the many inter- 
mediate mixtures involves basic educational issues, a full discussion of which 
could take the rest of this conference. 

Attention was called to the fact that the age issue is also complicated by | 
economic problems, some temporary, others permanent. The relative matur- 
ity of the Veteran-student today tends to obscure to some extent the issue as 
it will challenge us in the long run. 

More fundamental is the problem of motivation. The group recognized 
that some of these motivations are relatively superficial, such as identification 
with a particular teacher of psychology. Here it was pointed out that whereas 
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doctors appear as objects of identification early in everybody's life, psychol- 
ogists appear late, if at all. Therefore identification with doctors can carry all 
the confusion of early childhood; and identification with a psychologist may 
have a more mature but less deep basis. 

Consideration of preclinical training also brought up the question of 
whether it is better to give a student a broad base in the humanities or a highly 
specialized base in the biological sciences. Here.again comments brought out 
the point that one cannot make any all-inclusive generalizations, because some 
youngsters develop like a pyramid on its broad base and some like a pyramid 
on its head. For instance, there are physicians who as students lived in a 
scientific ivory tower but who after emerging from the academic setting de- 
velop broad, social and cultural interests. These variations must be taken into 
account in any flexible educational scheme. A related point was brought up as 
to whether undergraduate education should provide technical skills or simply 
serve as a selective screening device. 

Here the discussion moved on to certain more specific problems, espec- 
ially to the question raised by the last two speakers; i.e. what, after all, is a 
clinical psychologist? It was surprising that this did not come up until the end 
of the morning. I had thought we were going to face it in the first sentence 
and that it would probably stymie us for at least a day. | am glad, however, 
that it came up so late; if we arrive at an adequate formulation of that by to- 
morrow afternoon, we shall be doing well. The formulation which Dr. 
Rosenzweig suggested consisted of two complementary components: (1) the 
dynamic psychology of personality on the one hand, and (2) the applications 
of specific methodologies to diagnosis, treatment and the analysis of person- 
ality on the other. This is a good start. 

The question has also been raised as to whether the clinical psychologist . 
is not being lured into therapeutic quagmires by social need, and whether in 
the long run he will not serve society and science best by resisting that lure 
This is a most difficult problem. In the first place, it is not easy to turn one’s 
back on an acute social need, especially because of the inadequacy of the 
medical school system to meet this need. Also it is difficult to forget these 
therapeutic needs because of the emotional dilemma in which every man who 
deals with human beings who are suffering, finds himself. How can we plan 
an educational program which leaves out therapy entirely when the human 
beings, who are going to implement that program, will be confronted con- 
stantly with human needs for which there are no community resources? Sooner 
or later a lot of them will be forced to attempt to fill chat need. We cannot 
wholly shut our eyes to this simple fact, even if we should like to on purely 
theoretical grounds. 

The question came up (and it is an important one) as to what precisely 
is the relationship between therapeutic and research activities in psychology. 
The point has been made repeatedly chat in all medical research, clinical 
maturity is usually regarded as an important foundation upon which to base 
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mature research. It is easy then to apply the analogy, and to say that in clinical 
psychology, clinical maturity would also be a necessary basis for mature 
research. This may be true; or it may be that the relationships are different 
in clinical psychology so that there can be a division of labor. This is a ques- 7 
tion about which certainly no one can jump to any conclusions. Some felt | 
that if the clinical psychologist is lured into the therapeutic field, he becomes | 
a “‘professional”’ in an applied science, and loses the objectivity and scientific © 
detachment which research requires. We face that problem in medicine al] 
the time and it will come up in some of the further discussion and in the 
papers which will be presented this afternoon, this evening and tomorrow. © 

I should like to add here that I failed to mention the contribution of _ 
Drs. Spitz and Piotrowski: Of what should the basic scientific teaching really 
be comprised? How much of specific science, statistics and mathematics and 
how much formal methodology of logic? How much general scientific read- 
ing? How much technical training in statistical evaluation, etc.? 1 wanted to 
remind you of this because it places before us an alternative to the curricular 
outline which was presented to us this morning. 

MRS. GINSBURG: | should like to say a few words in response to a 
question raised by Dr. Kubie in regard to the training of psychiatric social 
workers: Which do you make first in your professional group—practitioners 
and then investigators or teachers, or is it vice versa? 

In social work we have always made the practitioners first. They, in turn, 
with experience become the teachers in the field. Now the field and the 
schools together are becoming dissatisfied, not with the sequence of making 
practioners first but because of a recognition that a two year course makes only 
a fairly adequate beginning practitioner and that it is begoming increasingly 
difficult to include specialization in the two years. This thinking has grown 
out of function, out of the needs of the field. 

In relation to Dr. Kubie’s other question about shortening or lengthening 
the training of psychiatrists and clinical psychologists, | might say that there is 
a growing feeling in social work that the course will eventually need to be | 
lengthened, with two years as the basic training period and the third year for . 
specialization. For some time in the past and more and more in recent years, 
we have seen the development of third year work, during which experienced 
workers seek to improve their skills in supervision, teaching, administration, 
research, community organization, etc., and we may one day find that special- 
ization in any field of social work will find its way into the third year. For 
some time, too, universities have given doctorates but they have been very 
few and are usually granted in one of the related sciences, not specifically a 
doctorate in social work. 

The 1946 Annual Report of the American Association of Schools of 
Social Work noted that three students had earned doctorates during that year. 
We know of many more who are now taking advanced work and can expect 
that the trend will develop, although we do not know at what rate. 
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[E I may speak for my psychiatric social work colleagues at this meeting, I 
should like to say that our presence here is evidence of the clinical team- 
work that has long characterized the three professions which comprise this 
conference—pschiatry, clinical psychology and psychiatric social work. 
Throughout the developing history of the out-patient psychiatric clinic and 
particularly the child guidance clinic, we three have worked together, each 
contributing from his special area of competence, each carrying his share of the 
work load. The relationships and responsibilities have not been static; they 
have shifted and changed constantly during the past quarter century; and to- 
day, as a result of war-time acceleration, are more volatile than ever. There is 
much talk of realignment of treatment and other responsibilities; psychother- 
apy and who may practice it is discussed whenever two or more members of 
the related professions meet; the new and obviously satisfying responsibilities 
which war service thrust on many of us are not easily relinquished. But it is 
evident, as these new developments are discussed, that service to patients in a 
psychiatric setting requires and will continue to require the collaborative 
efforts of all the professions comprising the clinic team. 


Regardless of how current confusions—many of them semantic, others 
basic—are finally resolved by studies now underway or contemplated, each of 
the professional disciplines will continue to bring to the clinical setting a 
specific orientation and competence. In the case of psychiatric social work, the 
orientation has been clarified through years of experience. The psychiatric 
social worker has a community responsibility and a continuing concern for 
the social factors in illness that are clearly defined. By training and experience 
the psychiatric social worker is a member of a professional group which works 
under psychiatric leadership. In other words, the function of the psychiatric 
social worker in a psychiatric setting, while it has many component parts, is 
directed as a whole toward contributing to the psychiatrist’s diagnostic and 
treatment efforts and toward helping the patient and/or his family make 
maximum use of the services of the clinical setting. A clinical setting is a 
psychiatric setting; the patient is the psychiatrist’s patient; psychiatric social 
work is an adjunctive profession serving the psychiatrist's patient. Responsi- 
bilities may be delegated to adjunctive professions by the psychiatrist, but the 
ultimate medical responsibility for the patient who is emotionally ill, remains 
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with the psychiatrist. This premise, which is basic to psychiatric social work 
training and function, is not so elementary as it may appear at first glance 
Much of the current confusion about “ who does what” in a psychiatric setting 
results from lack of clarity about this fundamental concept of the clinic team. 

Any discussion of psychiatric social work training and function must 
begin with function, which, in all of social work, has preceded—and shaped 
training. The social worker has always had to act, to serve, to deal with 
people who had problems. Helping came first; the need to understand people 
and their problems grew out of experiences in the helping process. 

In 1917, “Social Diagnosis’’, by Mary Richmond presented the thinking 
of a very young profession. For fifteen years Miss Richmond had gathered 
data, studied agency records and interviewed social workers in an effort to 
synthesize that which could be taught to young people going into social work 
She stressed understanding, sympathetic interest, helping the client to help 
himself and many other aspects of human relationships that are no less valid 
today than in the early years of the century. But she had only yesterday’s tool: 
to work with and fact-gathering was stressed : collateral visits, investigations 
reports, letters, etc. However, even with this rather legalistic approach we 
see “‘ . . . social evidence may be defined as consisting of any and all facts as to 
personal or family history which, taken together, indicate the nature of a given 
client’s social difficulties and the means to their solution.” Service to the client 
was the reason for social diagnosis and our first curricula in schools of social 
work grew out of experience in the field. 

As professional knowledge and skills developed they in turn influenced 
function. Increasing competence invites increasing responsibility and more 
diversified performance. This interchange between the field of practice and 
schools of social work continues, reinforced equally by each new development 
in our society which demands new skills of the social worker and by scientific 
advances in our own or related professions upon which the schools can draw 
in their preparation of social workers. 

Social case work is practiced in a variety of settings, each requiring a 
basic professional competence which can be adapted to the special needs of the 
given setting. A good family case worker does not become a medical social 
worker merely by joining the staff of a hospital social service department. To 
his basic skills in working with people he must add much medical information, 
much more than he now knows about the emotional and social factors in ill- 
ness and must re-orient his thinking from that of a social agency to that of a 
medical institution, its personnel, professional relationships and function. Or a 
psychiatric social worker moving from the clinic to a child placing agency 
finds himself, with all his generic skills and diagnostic equipment, obliged to 
orient himself to a non-medical agency which is concerned with investigation 
of foster homes; placement and supervision of children; work with parents and 
their feelings about the child’s relationship with foster parents; work with 
foster parents about their feelings toward the child and his parents; and with 
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the child who is frequently the confused recipient of many different, con- 
flicting feelings and attitudes to which he is reacting. The client group and the 
function of the agency determine the specific nature of the case worker’s 
function. 

We are concerned here with psychiatric social work which is defined by 
the American Association of Psychiatric Social Workers as “social work under- 
taken in direct and responsible working relationship with psychiatry. It is 
practiced in hospitals, clinics, or under other psychiatric auspices, the essential 
purpose of which is to serve people with mental or emotional disturbances.” 
Since the psychiatric social worker's precise function is dependent on the set- 
ting, ic will be different in a mental hospital and in an out-patient clinic. It 
will also differ from adult clinic to child guidance clinic and from an out- 
patient clinic in a general hospital to a community mental hygiene clinic not 
under hospital auspices. 

For our purposes today I should like to outline briefly the function of a 
psychiatric social worker in a child guidance clinic that is not a part of a 
hospital out-patient service or school system, in other words, the typical child 
guidance clinic which accepts referrals from the community and has no intake 
restrictions other than age limits and diagnostic criteria. 

The psychiatric social worker participates in the two general functions of 
all such clinics: service to patients and community relations. Actually, for 
the psychiatric social worker, even more than for the other staff members, the 
clinic’s community relationships are an integral part of the daily job. 

The typical referral from a social agency, for example, begins with a 
telephone call which is taken by the psychiatric social worker who discusses 
the situation with the referring worker and determines whether er not the 
clinic is in a position to be helpful to this child. In each such referral contact, 
the worker is responsible for interpreting the clinic and its function so that the 
referring source will understand the reason for acceptance or rejection and grad- 
ually come to use the clinic for the service which it is best equipped to offer. 

As happens often in the early years of a clinic’s existence or when staff 
turn over in agencies decreases the number of workers in the city who know the 
clinic, the referral may be inappropriate. In discussion of this child’s problem and 
the community resources available for alleviation of the difficulty, the clinic 
worker endeavors to assist the agency worker to a more appropriate referral. 

Gradually, as the community learns about the clinic, the referrals become 
more appropriate and the initial telephone call is usually followed by an inter- 
view with the parent in which the intake process is carried a step further. In 
the course of this interview, the worker may find chat the particular problem is 
actually much more serious than appeared to the referring source and one with 
which the clinic is not equipped to deal; that the problem presented by this 
family situation is more appropriately the concern of another agency in the 
community; or that the family is already making use of the services of another 
resource. The possible variations are numerous but the responsibility of the 
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psychiatric social worker to the patient who cannot be accepted by the clinic 
remains the same: to make the rejection as constructive an experience as pos. 
sible for the parent and the child and, when indicated, to refer them to the 
appropriate resource. 
If the interview with the parent reveals a situation which falls within 
the clinic’s function the psychiatric social worker has several responsibilities : 
to interpret the service which the clinic has to offer; to orient the parent to the 
clinic so that he will know and can help the child know what to expect and, 
equally important, what is expected of him; to conduct the interview in a 
manner designed to explore the presenting problem, the parent’s feelings about 
seeking and accepting help, as well as social and other factors in the situation 
In staff conference or through other administrative channels, the psy- 
chiatric social worker contributes to the clinic’s total understanding of the 
patient’s needs out of his knowledge of the social, environmental and familia! 
forces as they may have influenced the patient’s attitudes, behavior and general 
adjustment. And from contact with the parents, the worker also contributes 
his estimate of the degree to which they can be helped to achieve more desir- 
able atticudes toward the child and his problems. Each member of the clinic 
team contributes from his own area of competence to the total understanding 
of the situation and all participate in staff planning for treatment under the 
psychiatrist’s leadership. 
The psychiatric social worker carries treatment responsibility under the 
supervision of a senior worker and consults with the psychiatrist as indicated 
by the nature of the situation and the treatment plan. This may include case 
work treatment of the parent or other responsible adult, in close cooperation 
with the staff member who is treating the child—either the psychiatrist, the 
clinical psychologist or another psychiatric social worker; or a treatment rela- 
tionship with the child, while the parent is treated by another member of the 
staff. In either event, the case worker usually has contact with community 
resources which might facilitate improvement in the child’s general adjust- 
ment as a member of society: the school, a recreational agency, medical ser- 
vices, a family agency, camp or other seasonal resources and other agencies or 
services as indicated, as well as the original reterring source. In other words, | 
the psychiatric social worker’s activity is designed to help the patient and his 
family make the best and most effective use of the service which the clinic | 
offers as part of the whole constellation of community services. 
Thus from intake to the closing conference, the psychiatric social worker 
is concerned with the community of which the clinic as well as the patient 
is a member. The clinic is a member of a complex network of agencies and 
services. It cannot treat children in a vacuum but only as it takes its place 
among all the social, educational and health agencies in the city and serves | 
a purpose which supplements the total program. For a new clinic, much 
depends on the ease and rapidity with which the working relationships can | 
be established. The service which the clinic is able to give, the role it wishes 
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to play in the community can be stated at the outset but must be restated with 

each referral and in each contact with the community. The psychiatric social 

worker carries much of the responsibility for these relationships. 

This is the skeleton of the basic psychiatric social work job in a child 
guidance clinic. Depending on the experience of the worker and the needs 
of the specific setting, there may be added : Training of students in psychiatric 
social work; contributing to the education and orientation of students in the 
other two disciplines; consultation service to other agencies; participation in 
public education—talks to lay groups, seminars, institutes, etc. in cooperation 
with other members of the clinical team; research—in relation to the total 
research program of the clinic; and, of course the team work sharing and 
learning that goes on daily in a child guidance clinic. 

The training of the social case worker is oriented throughout to the pro- 
fessional responsibility which he is to carry, beginning with preprofessional 
undergraduate courses. Related preprofessional work is not ‘“‘required’’ in a 
strict sense but with the enormous increase in candidates for admission to 
schools of social work it is becoming one of the criteria for selection. Today 
few applicants are admitted to schools of social work who have not taken an 
approved preprofessional sequence with a major in one of the social sciences, 
plus other related courses. The American Association of Schools of Social 
Work has prepared a leaflet entitled ‘‘Preprofessional Education for Social 
ee Work’’ which lists the courses that are considered likely to be useful to 
MR social workers, but emphasizes that: 

: “The exact title of courses and the number of courses included in the 

preprofessional sequence are not important. Much more important is that 

the sequence include the following content: 

1. Principles of human association: Social organization and develop- 
ment of social institutions and interactions of individuals and 
groups; cultural patterns; normal family relationships; individual 
and social deviations. 

2. An understanding human motivations; physical and psychological 
development of the individual; group behavior. 

3. The elements of statistical analysis and interpretation. 

The economic organization of society; wealth and its distribution; 

labor in modern industrial society; economics of consumption; public 

finance and taxation. 

5. American government; federal, state, and local organizations, func- 
tions, powers, and interrelations. 

6. An introduction to the philosophy, principles, methods, processes, 
and organization of the social services.” 


We are also finding that an increasing number of undergraduates who are 
joring in the social sciences, are having volunteer undergraduate place- 
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ments in social agencies as a beginning orientation to the field. In New York 
City five colleges have worked out arrangements of this kind for their junior 
and senior students with excellent results. Not only does this experience have 
screening value as to the individual’s aptitude for and real interest in socia! 
work which is later useful to the schools of social work, but it has proved to 
be an excellent guide for the students in the crystallization of their occupa. 
tional choice. 

While it is recognized that educators are averse to narrowing the range 
of undergraduate education and focusing it too directly on a future vocation, 
there are certain advantages in an early clarification of educational choice. One 
of these is obviously financial—the need on the part of many young people to 
become self-supporting as early as possible. If the undergraduate experience 
can include a fair amount of work in the liberal arts and can also begin to 
focus the student’s occupational interests, the young person is less likely to 
find himself unprepared for next steps in reaching his career. It might also 
be added here that in much of rural America many people are going into 
social service without graduate training of any kind. With an eye to the 
welfare of our fellow citizens who come in contact with social services 
throughout the country, we must consider the ultimate benefit to the greatest. 
number that is to be found in at least the beginnings of preprofessional — 
orientation to social service. 

Another factor frequently taken into consideration by the schools of 
social work is the amount and kind of related work experience following the 
completion of undergraduate work. The schools are interested in candidates © 
whose work in the social or health field has led them to seek graduate training © 
and have traditionally welcomed such students. 

Graduate training in psychiatric social work is now offered by 16 schools © 
which are accredited by the American Association of Schools of Social Work | 
and which provide a psychiatric social work curriculum approved by the Amer. | 
ican Association of Psychiatric Social Workers. Since sequence is of prime | 
importance in the evolution of a case worker it is not enough to list courses 7 
or subject areas alone when attempting to present the training of a psychiatric 
social worker. For this reason I would like to quote a portion of a report by | 
the Committee on Psychiatric Social Work of the Group for the Advancement 
of Psychiatry-—Dr. Marion E. Kenworthy, Chairman—which is concerned | 
‘ with a sample curriculum in a school of social work offering psychiatric social | 
work specialization. 


{ 


“In order to complete his training and to receive his master’s degree, 
each trainee must complete courses in the following areas: 


I. Courses in Social Treatment. 


These include basic case work, advanced case work, child welfare, 
advanced family and psychiatric social case work, courses in medical 
information, and a series of at least three courses in psychiatry, which 
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include : (1) a course on the development of personality (normal develop- 
ment) from infancy to old age, (2) behaviour disorders of children, 
and (3) psychopathology. Elective courses including the problems 
of delinquency, clinical psychiatry, etc., are taken. 


Il. Courses in Social Research. 


These include studies in social statistics, social investigation, and 
current problems in social research. 


Ill. Courses in Public Welfare and Social Insurance. 


Such courses as The Child and the State, Public Assistance and 
Public Welfare, Social Insurance are required. 


IV. Courses in Economic and Social Legislation 


Introduction to Industrial Relations, The Law and Social Work 
and Minimum Standards of Living. 


V. Courses in Community Organization and Related Fields 


“During the first quarter of instruction, the student’s program con- 
tains : 

1. Basic Case Work Course I. This material is presented in the 
form of Case Discussion. (36 hours). 

2. The course in the Development of Personality (18 hours—given 
by a psychiatrist). 

3. Medical Information (18 hours—given by a physician, with 
emphasis on the psychodynamic inplications of the subject). 

4. Supervised Field Work in a family agency, public or private 
(20 hours a week for 12 weeks—240 hours). 


“From the beginning the student is taught to understand the indi- 
vidual—how he feels about his problem, how he feels about asking and 
accepting assistance. 

“In the beginning courses, cases are presented dealing with the prob- 
lems of relatively normal individuals with relatively adequate ego struc- 
tures. 


1. At this point in training, the course in the development of 
normal personality is taken concurrently. 

2. It is necessary for the student to understand the importance of 
social stresses and their relationship to emotional upsets. 

3. It is recognized that the student must become aware of the 
value of prompt and adequate, therapeutic help as an important pre- 
ventive measure. 


“In the process of studying eight to ten cases in his first quarter of 
instruction, the student becomes aware of the specific services which any 
given social agency provides and the effective use of community re- 
sources when they are available. 
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‘He further learns the elementary principles of interviewing, he 
becomes aware of the confidential nature of the professional relationship, 
and he begins to develop an awareness of some of the dynamics involved 
in therapy. 

Content of Second Quarter Instruction: 

1. Social Case Work II (36 hours). 

2. Behavior Disorders of Children (18 hours—given by a psychia- 
trist). 

3. Supervised field work in the same family agency as the first 
quarter (240 hours). 


““In this twelve-week period, cases are studied which are selected 
from a variety of social agencies, designed to present a range of prob- 
lems, such as illness, physical handicaps, disturbed family relationships, 
cases of unmarried mothers who need assistance in planning for and de- 
ciding about the future of their babies, the problems presented by run- 
away adolescents, etc. 

“In this quarter, the major change in case selection is directed toward 
emphasis upon the more emotionally disturbing issues involved in the 
individual’s social problems. 

“Much emphasis is placed upon a better understanding of the ele- 
ments involved in the action-interaction problems of family life. In all 
of the teaching cases, social problems are present which require specific 
services, i.e., financial assistance, arrangements for medical care, use of 
vocational guidance, rehabilitation service, provision for placement of 
children, special school arrangements, etc. 

“In the third and fourth quarters, the following courses are required : 

1. Psychiatric Social Work I and II (36 hours—given by a psychi- 
atric social worker). 

2. Psychopathology (18 hours—given by a psychiatrist). 

3. Field work in a mental hospital or a psychiatric clinic setting 
(child guidance or adult)— 480 hours, with intensive case work super- 
vision by a psychiatric social worker and a psychiatrist. 


“Cases selected for treatment in these two quarters are chosen from 
psychiatric hospital or clinic settings. Broad opportunities are made for 
a discussion of the work of the clinical team and the place of the psychi- 
atric social worker in this team. 

“In the fifth quarter, emphasis is placed upon psychiatric field work— 
240 hours—with more intensive emphasis upon extension of treatment 
processes and the beginning of a research project in psychiatric social work. 

“In examining these patterns of progression, the feature of sequence 
is particularly noteworthy. 

“By the time the student comes to his specialization in psychiatric 
social work, he has (1) achieved some understanding of psychopath- 
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ology; (2) achieved some medical information; (3) has had considerable 
experience in helping people, through his basic understanding of the 
dynamics involved in the helping process; (4) has acquired a familiarity 
and understanding of ego strength and weakness, the mechanism of de- 
fense and a broader awareness of the psychodynamic factors involved in 
interpersonal relationships. 


“In the pursuit of his special field work training in the psychiatric 
clinical team work, we see him acquiring: 


1. A deeper understanding of human behavior. 

2. Increased knowledge of psychopathology. 

3. A more adequate understanding of the emotional elements of 
family life. 

4. A deeper understanding of the patient-worker relationship, and 
its Management. 

5. A more effective professional contribution to the psychiatric 
clinical team work. 

6. Amore adequate selectivity in the use of community resources.”’ 


As | have indicated, this is a sample curriculum which represents the 
exact sequence and correlation of class and field work for only one school. 
But while the curricula of other schools may differ from this sample in varying 
degrees, those which have been studied and approved for psychiatric social 
work specialization by the American Association of Psychiatric Social Work- 
ers are found to comply with the standards set by the Committee on Profes- 
sional Education of the Association. Psychiatric social work as a specialized 
field is elected by the student at some point during his first graduate year, at 
the completion of which he may undertake specialization. 

In a psychiatric field work placement, the second-year student continues 
to develop the skills that are basic to all social case work and to adapt them 
to the special needs of the setting. Under close case work supervision, the 
student gradually begins to function in each of the psychiatric social work 
areas of responsibility noted earlier. Cases are selected which fall within the 
student’s slowly increasing competence. The severity of the problem, the size 
of the caseload, frequency of supervisory conferences, the kind and number of 
community contacts, and the degree of treatment responsibility are all de- 
pendent on the student’s progress as gauged by the supervisor through recorded 
material and conferences. Equally important to the student is his personal and 
professional orientation to the psychiatric setting, its organization, its per- 
sonnel, the professional relationships within the clinical team, the contribution 
which each discipline can make to the total program. 

In conclusion, I should like to underscore what | believe to be some of 
the distinctive characteristics of social work education. Classroom work is of 
two general kinds: one, informational courses geared to the job which the 
student will be called upon to do at the completion of training, the need for 
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which has been demonstrated by the experience of practitioners in the field. 
and secondly, the seminars in which case material from agencies is discussed 
by students under case work leadership not only to implement skills and 
assist them in becoming more adept at the application of theory to practice 
but, equally important, to aid in their achievement of that less tangible objec- 
tive, a professional attitude and approach. 

The field work placements that continue throughout the two-year course 
serve many purposes beyond the obvious one, that of learning by doing. Cor- 
related with the classroom work by the close working relationships between 
agency supervisors and school faculty, the field work experience can be adjust- 
ed in content and pace to meet the individual student’s needs. Under super 
vision the student gradually becomes aware of himself as he is helped to focus 
his attention on the client and his needs, to accept, to understand, to see the 
client’s use of the worker and his own responses and feelings. Cautious; 
lest the student be hurt in the process, the supervisor helps him recognize 
his own feelings, his prejudices and blind spots, his impluse to give or to 
withhold, his need to be liked—the feelings and attitudes that make him the 
individual that he is. This awareness of self, not the self-consciousness that 
afflicts young students, is essential to the professional equipment of a psychi. 
atric social worker. Its achievement is not marked by clearly defined mile. 
stones. As Dr. Herbert Chamberlain assured an eager student who wondered 
how you could tell when you had it, “It’s rather like the measles, you wake up 
one morning and there it is.”’ 

Social work educators and supervisors are familiar with this phen- 
omenon; yesterday a fumbling, self-conscious novice, today a relativel; 
mature professional person who accepts responsibility for himself in relation 
to clients, co-workers and agency. From that point, he goes on, under super- 
vision, to consolidate theory and practice with increasing competence. This 
then is the fundamental objective toward which the entire educational process 
is directed: the worker’s disciplined use of himself in the process of helping 
others to help themselves. 
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ELEMENTS IN THE MEDICAL CURRICULUM WHICH 
SHOULD BE INCORPORATED IN THE TRAINING 
OF THE CLINICAL PSYCHOLOGIST 


JAMES G. MILLER 
Chief, Division of Clinical Psychology, 
Neuropsychiatric Service, Veterans Administration 


JN considering what aspects of the customary medical training can usefully 
be included in the curriculum of clinical psychology, let us first review the 
job description of the clinical psychologist. It would seem that the rational 
way, which is not necessarily the best way, to begin planning the education of 
a clinical psychologist is to determine for what tasks you are training him. I 
would gather that there is general agreement that the three functions of diag- 
nosis, research and therapy are the particular ones upon which we expect 
members of this profession to concentrate. For the purpose of argument let us 
assume that psychotherapy is a proper function for the clinical psychologist, 
because otherwise the problem of developing a curriculum would not be diffi- 
cult enough to justify a two-day conference. 

The best evidence I can present concerning what clinical psychologists 
actually do in a medical setting comes from the institution which I know best, 
the Veterans Administration. We have recently collected some rather inade- 
quate statistics from the first returns of a monthly report system which we 
hope will indicate to us with increasing accuracy as the months go by, exactly 
what tasks are delegated to clinical psychologists in the VA. In the month of 
February, out of a total of 33,855 working hours put in by full-time and 
part-time clinical psychologists, consultants and trainees, 16,097 hours were 
spent in diagnostic work. Of this time the largest part was devoted in the 
hospitals to administering the Bellevue-Wechsler and other objective intelli- 
gence tests; in the out-patient clinics the majority of this time was spent in 
Rorschach and other projective testing. Secondary evidence was put upon the 
projective tests in the hospitals and upon the intelligence tests in the out- 
patient clinics. In February 2,709 hours were devoted to therapy and 2,867 
hours to research. We do not know precisely how these two functions are 
interpreted by each of the different field stations, but we are sure that there 
is great variation in the use of the terms. The rest of the time of VA clinical 
psychologists in February was spent in teaching, administration, screening 
nurses and attendants, and certain minor duties. 

If we accept these as the functions for which we are going to train clinical 
psychologists who work in the medical setting, we have some basis, perhaps for 
deciding the relative usefulness of various sorts of preparation for such duties. 

In proceeding to plan curricula we should also view those duties from 
another angle. We should ask which of all the different services performed 
in hospitals and clinics should be delegated to each profession in the clinical 
team. What are the services performed for neuropsychiatric patients? Well, 
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ic is a long list, including: arranging for intake; determining the chief com 
plaint; obtaining the present history; taking a physical and psychiatric anam. 
nesis and review by systems; getting corroborative history and other facts fron: 
the patient’s family and friends or from institutions with which he has con 
tact; performing physical and neurological examinations; determining ch: 
mental status; requesting or performing indicated medical laboratory test: 
carrying out necessary psychological examinations; making a diagnosis and ; 
prognosis; conducting therapy; conducting occupational, recreational, physic;! 
and other adjunctive therapies; doing research directed toward improving 
available clinical techniques; arranging for disposition of the patient; doin: 
case work with his family and friends; and following the patient’s later cours: 
for purposes of further treatment, obtaining records, and research. 

Those are standard operations. They are not necessarily the only service: 
that should be carried out. Concerning this there is a great field for debate 
We could do a great many things for and to human beings. Among ways fo: 
curing mental illness that have been seriously recommended by “‘ professionals 
are : that we read the patients’ palms; that we shave their heads; that we bathe 
them in champagne; that we leech them; that we convert them; that we reac 
to them the Encyclopedia Britannica or ‘‘ Forever Amber” or Dale Carnegie 
that we irradiate them with cosmic rays; that we teach them Esperanto; tha: 
we give them singing lessons; that we indoctrinate them in Yogi discipline 
that we cut them into the shape of an Aztec sacrifice either actually, for th: 
purification of the soul, or with mirrors. 

Now, these are not all foolish ideas, though a good many of them are 
In deciding about the job functions of the clinical team, it seems to me that 
we must realize that we usually hold pretty conservative concepts as to whic!: 
of the things that can be done with human beings will relieve their neuro- 
psychiatric disabilities. In this we are not necessarily correct. It might be 
well to train therapists to carry out some of these other functions. Certain); 
there are many ways to approach the human being, as the choreographe: 
observed to the manicurist. There would be a good deal of disagreement ever 
in the group here present as to which of the techniques of care I have men- 
tioned belong on the legitimate lisc—and which are illegitimate. 

Whatever methods are employed, the issue still remains as to how the; 
are to be distributed among the professions of the neuropsychiatric team. Up 
to now, this decision has been made usually in an arbitrary manner. To rem- 
edy this, I believe that, in our theoretical and rather idealistic discussions of 
the moment, we might well accept the guiding principle that individuals of 
each profession should have the opportunity to do whatever they are ade- 
quately trained to do. 

It is certainly unnecessary for a person to be adequately trained in all 
the fields that border on his function. Medicine, for instance, borders on 
dentistry and embalming, but physicians do not receive adequate instruction in 
either field. An arbitrary division of function has resulted in medical schools 
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providing their students with little study in dentistry, but much training in 
otolaryngology, which is just a few millimeters removed from dentistry. The 
two disciplines are equally important in the study of the total human organism 
but tradition and a few practical considerations have decreed different 
emphases for the two fields. The present division of duties is sometimes 
rationalized by explaining that function and disease of the ears and throat are 
more severe and more closely related with other parts of the body than are 
function and disease of the teeth. 

Similar practical considerations may be important in determining what 
each member of the neuropsychiatric team will do. It may be that, like late 
wedding guests, the newly arrived clinical psychologists will get to choose 
only among the pieces of cake left by those arriving less tardily—and there are 
still plenty of pieces, as is the case at most weddings. There is no reason to 
fight over crumbs in such a situation. 

It seems quite clear to me that we cannot at this moment say anything 
conclusive about the ultimate division of neuropsychiatric labors. The final 
pattern will evolve after experimentation in many clinics and discussion by 
many groups such as this. Since we do not now see the pattern in clear out- 
line, I do not feel that it would be particularly useful at this point to make any 
detailed recommendation about which specific preclinical or clinical medica] 
courses should be included in the curriculum of clinical psychology. Judgment 
about this will follow almost automatically from our decisions about what 
clinical psychologists are to do. 

It may be profitable, however, to review rapidly and in general terms 
what clinical psychologists are being taught at present. We have made a sur- 
vey, which is not wholly accurate for a number cf reasons, of universities co- 
operating with the Veterans Administration in training graduate students in 
clinical psychology this year. This represents 22 of the 24 universities accred- 
ited by the American Psychological Association to give training for the doctor- 
ate in this field. A number of points of interest emerged from this study. First. 
the universities unanimously put major emphasis upon research and the writing 
of doctoral dissertations by all candidates. In this, of course, they differ 
greatly from most medical schools. The occasional medical school that does 
require theses based on original work, puts no great emphasis upon them. This 
disparity of requirements symbolizes the difference in orientation of medical 
schools and the departments of psychology giving training in clinical psychol- 
ogy. Much emphasis also is placed on academic requirements for the doctor- 
ate in psychology, such as;written and oral examinations; few practical exam- 
inations are required, and they do not have the major importance which such 
matters do in medical schools. The common requirement that graduate stu- 
dents in psychology must demonstrate command of two foreign languages be- 
fore receiving the doctoral degree is difficult to change; in some universities the 
departments of psychology would vote to abolish this requisite, but do not 
have the power, largely because they are part of the same graduate school as 
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the departments of modern languages. A similar situation does not exist in 
medical schools. 

It is interesting to observe that a good many universities list courses on 
projective techniques; the relatively large number of such courses is rather 
illusory, however, since several have been inserted in catalogs within prac- 
tically the last few minutes, and frequently constitute the epitaph of some 
outstanding member of the department. The group of studies which include 
experimental psychology, advanced statistics, history of psychology and sys- 
tematic theory is required of graduate students by all the universities, which 
means that the basic emphasis in these departments has not yet changed from 
the old academic tradition. The presentation of many of these courses, how- 
ever, is changing markedly because of the new clinical demands. Such clinical 
or preclinical subjects as psychiatry, neurology, physiology, neuroanatomy, 
and speech are listed by some universities, but usually they are given in other 
departments or graduate schools, and are not well integrated into the curricu- 
lum of the departments of psychology. None of these courses are yet required 
in the training of clinical psychologists in any of the accredited institutions, 
and it is interesting particularly to observe that clinical psychiatry is given little 
emphasis. Perhaps this is because abnormal psychology is offered by all the 
universities. Abnormal psychology and clinical psychiatry include approxi- 
mately the same subject-matter. The difference usually is that one is taught 
by a psychologist who has had little clinical experience and the other is taught 
by a psychiatrist who has had chiefly clinical experience; one is taught from 
books, the other from cases. 

To this present training of clinical psychologists the medical curriculum 
can make contributions which can best be stated in terms of general knowledge 
and attitudes rather than specific courses. There are important viewpoints and 
understandings which medical students obtain and which, in general, psychol- 
ogists up to now have lacked. First of all, there is the feeling of responsibility 
for human beings called by physicians the patient-doctor relationship, which 
has not been part of the academic tradition. Second, an understanding of what 
children, men and women are like as observed in the clinical situation—which 
is a sort of “testing of limits’’ of the endurance of humanity, how people with- 
stand trauma and anxiety; how flexible they can be, and how rigid; how they 
face trouble, illness, and death. If psychologists have learned this in the past, 
it has been wholly on their own, rather than in any planned atmosphere where 
such facts become obvious. Third, there is the recognition of one’s own 
mortality and humanity; of one’s failings and shortcomings; of the fact that 
one harbors in one pathology, not only physical but mental, and that one must 
make allowance for this in one’s own behavior and in one’s interpretation of 
others. Fourth, there is understanding of the complexity of clinical problems 
and sympathy for the task of the clinician. Many psychologists have been 
ridiculously rigorous in their demands for precision in clinical research because 
they have not had any direct experience with it. Fifth, there is comprehension, 
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arising by experience, of the possibility of diagnosing and curing without 
knowing why the diagnosis is correct or the therapy successful. Clinical tech- 
niques frequently are effective alchough the mechanisms for their operation are 
not clear. Every effort should be made to discover why they work, but at the 
same time they should not be rejected simply because they are not wholly un- 
derstood. The Wassermann test has worked for many years, but what relation 
beef heart and the red cells of sheep have to syphilis is an enigma even yet. 
Similarly, quinine was known to cure malaria long before anyone even had 
a scientific theory as to why it did. In the field of mental disease this same 
principle is equally applicable. Finally there is the recognition of the compat- 
ability of research and the clinical situation that the two can go arm in arm. 

It seems to me that there is an incorrect concept implicit in the discus- 
sion which has been current for some time as to whether an internship should 
be included in the third of the four years of graduate training of clinical psy- 
chologists. Practical contacts with patients should be frequent throughout the 
four years; even in the first, when probably most of the work should be 
academic, some such contacts should be made possible, so that the attitudes 
we have mentioned can be fostered and so that the separability of the clinical 
and academic approaches never becomes an issue. 

In conclusion it should be pointed out that there are indications that clini- 
cal psychology and psychiatry during the next ten or twenty years will tend in- 
creasingly to merge. Psychologists will learn psychiatric methods, and psychi- 
atrists will also be trained in psychological techniques. It seems reasonable to . 
me to expect that in more than one center a graduate school or combined cur- 
riculum in applied psychological sciences may be established, in which the 
medical school and graduate school of arts and sciences together train students, 
drawing also on related studies in the business school, the law school, the engi- 
neering school, and the divinity school. At such centers a program like the 
following might be arranged to be completed within a reasonable time sched- 
ule, but having the serious disadvantage of limiting the length of the early lib- 
eral education : two years of liberal arts college; one year of advanced clinical 
psychology, sociology and cultural anthropology; one year of the preclinical 
medical sciences which would be comparible to the present first year of medical 
school. At the end of these four years, bachelor’s degrees could be granted. 
Following this the candidate would take the second and third years of medical 
school, then spend a year in medical and psychiatric clinical work in a general 
hospital, in a mental hygiene clinic and in a neuropsychiatric hospital. At the 
end of this time, they would be granted M.D. degrees in psychological 
sciences. They would then have one year of a rotating psychological-psychi- 
atric internship which would include both practice in psychological diagnostic 
methods of all sorts and performance of various psychiatric duties—comple- 
mentary functions of equal status. This would be followed by one year of in- 
dependent research leading to a dissertation, seminars, and a psychoanalysis. 
At the end of this year, doctoral degrees in clinical psychology might well be 
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awarded. Work from this time until the graduate qualified for his specialc; 
boards in psychiatry or clinical psychology or both could be mixed psycholo. 
gical-psychiatric residences, including work with psychoneurotics, psychotics 
and psychosomatic patients, and clinical research. 

This extensive course would take no longer than present training ir 
surgery, and it would probably attract a fair number of men and women 
offering them broad experience and producing two-in-one joint psychiatris: 
clinical psychologists, hippogriffs of the mental sciences. 


ELEMENTS IN THE MEDICAL CURRICULUM WHICH ARE _ 
ESSENTIAL IN THE TRAINING FOR PSYCHOTHERAPY 


LAWRENCE S. KUBIE 


Associate in Neurology, Columbia Universi: 
College of Physicians & Surgeom: 


Why this problem must be considered. 


PPARENTLY the issue of therapy is bound to raise its head as soon a: 

e get down to brass tacks about the functions of a clinical pyschologis« 
There seem to me to be innumerable reasons why we cannot duck this prob 
lem. I do not pretend that any one knows the answer; but | do not think tha: 
we can face our problem adequately if we leave the issue of psychotherap\ 
out of consideration. 
There are certain fundamental statistical facts which we have to bear in 
mind, some of them known to you; but perhaps a few that I will mention 
may be things you have known and forgotten or have never heard. We al! 
know how few psychiatrists there are. We all know that of the 4,000 in the 
U.S.A., only about 1,000 practice psychiatry in the community. We all know 
that the neurotic process and its various manifestations are literally ubiquitous 
and that the more you do the more you are called on to do, because of the 
educative influence of your work. As someone said this morning, no child 
knows that there is such a thing as a psychologist. Therefore few young adults 
want to be one or to call one in. Yet as soon as they begin to experience what 
psychotherapy can do, then the demand for it snow-balls. Anyone who has 
had the experience of giving real psychiatric service, not merely consultations, 
in any area where it has not been used, knows that in a matter of weeks he is 
swamped with demands. The minute that you start to give service in this 
field the demands grow out of hand : and this is simply one of the basic facts of 
human life that we have to accept. It is the challenye that confronts us. 
We also know that the entire American organization for medical educa- 
tion, that is training both for general physicians and for specialists, curns out 
about 75 psychiatrists a year, which is just about enough to take care of the 
annual retirement of psychiatrists from practice because of illness, old age, and 
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death. Thus it is true that we are barely keeping up with ourselves. There- 
fore to say that we can leave it to the medical profession to take care of this 
whole area of human need is not being honest. 

Let us consider the medical school situation, too. In 1900, there were 
approximately 76 million people in the country; in 1940 135 million, or al- 
most double. During those 40 years what happened in our medical schools? 
These decreased by one half in about 1910-1912, because of the weeding out 
of inferior proprietary medical schools around that time. The number of 
medical students, which was around 27,000 in 1900 dropped to about 10,000 
in 1910; and since then slowly crept up to 25,000 in 1940. In other words, 
we have fewer medical students today than we had in 1900, with double the 
population. This does not even mean that we have kept a steady stream of 
26,000 medical students going all the time. These dropped down to 10,000 
and only slowly rose again, with two drops during the years of both World 
Wars. Therefore we are far behind our needs merely for internists and sur- 
geons. How then can these schools take on the training of all the psychiatrists 
we need? As you probably know, of the 68 medical schools in the country, 
| only something like 45 have departments of psychiatry, and of these only 
about 20 are in any sense adequately organized or financed. Many schools 
which claim departments of psychiatry, have one man who is the superintend. 
ent of a nearby State Hospital and who comes in once a week at the end of the 
fourth year to give the boys a psychiatric show. Thus what we can get out of 
our present medical system is really not very encouraging. 

The community has an interest in this. It has an interest in shortening 
the training of all medical specialists, as a matter of fact, but particularly in 
shortening the training of psychiatrists by shedding everything which is 
superfluous. 

There is a basic economic unsoundness in our present system of medical 
education and especia!ly in the training of specialists and again particularly 
for the psychiatrists. Consider the age at which we start to practice. The last 
hundred physicians admitted as students at the New York Psychoanalytic In- 
stitute were admitted at the average age of 34 years and 6 months, which 
means finishing at about 39. They do not become fully mature in their grasp 
of analytic work for another four or five years; so it is in the forties that a man 
starts to make what contribution he is able to make to this most universal of 
all human needs. 

What is our life expectancy? Although we are a healthy group when we 
start, after the age of fifty, our life expectancy drops below that of any other 
group in the community. The actual span of years then, in which we can 
effectively use a technique which has taken us forty years to learn, is something 
like 20 years on an average. That means that the community benefits by that 
training for an abbreviated period. Also it means that the period of time in 
which the psychiatrist can earn a living, can make his old age secure, can 
accumulate enough money to educate his children, is fantastically brief. When 
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——. people object to the cost of psychiatric treatment they might well keep this 
simple arithmetical fact in mind. Therefore, the community has a direct 
interest in seeing whether it is not possible to train a man to do really sound 
and intelligent psychotherapy in six years, instead of taking twelve as it does 
now from the start of medical school. It takes between ten to twelve years 
to train a man from the time he starts medical school until he becomes in any 
true sense a psychiatrist with mature psychotherapeutic experience. This is my 
answer to those who say that the psychologist should not be lured into the field 
of therapy. I do not think we have any option in the matter at all. 
I would urge on you another consideration. There is no profession, no 
scientific discipline, every member of which can or should be creative ina [ 
research sense. No science can live on research alone, in an ivory tower out of | 
touch with the challenge of practical application. Actually science always | 
makes progress by the interaction between the pure and the applied scientist 
in the field. We constantly check the value and validity of our pure scientific | 
concepts by their applicability. The interplay between the two is an essential © 
and healthy part of training and of the maturation of any science. Therefore, © 
if we are to be realistic, must we not thiwk-in terms of developing a para- © 
medical curriculum leading to a para-medical discipline of medical psychology, 
as Dr. Miller has described? In such a para-medical curriculum all the water 
will be taken out of the stock, retaining only that which is valuable, useful and 
relevant to psychodiagnostic, social diagnostic and psychotherapeutic tasks. 
So much by way of introduction. How to integrate such a curriculum * 
in a medical school, with the preclinical psychology as taught in college, what © 
order should be followed in building up psychological-clinical experience, how | 
long the preclinical and how long the clinical phases should take, are all issues 
about which we have no right to come to any final conclusions. I visualize it 
as something in the development of which several alternative systems and 
curricula would be worked out for comparative tests under varying auspices. 
The major obstacles to giving practical expression to any such idea should 
be considered carefully either at this conference or at the next conference. — 
These are (1) the shortage of teaching personnel; (2) the over-burdened ~ 
teaching responsibilities carried by psychiatrists already; (3) the legal obstacles. © 
In the development of this general concept of a new para-medical dis- | 
cipline of ‘medical psychology”’ or “‘clinical psychology” to be taught in our | 
medical schools, there are several considerations to keep in mind. 


The Essentials of Training for Medical Psychology 

1. Atmosphere 
It is essential for anyone who is to undertake therapy of any kind that | 
he should be familiar with the multilateral phenomena of illness. This means | 
becoming familiar with the impact of illness on the lives of men and women, | 
of adults, of children, of all ages, and in all economic and social circumstances. | 
It means understanding the way people feel and act when they are ill. It means 
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becoming familiar with the similarities and differences in the way people 
behave when they are suffering from organic ailments with pain, organic ail- 
ments without pain, ailments which carry with them the threat of death, and 
ailments which are mere respites from the daily chores and responsibilities of 
life. Naturally at the same time it involves familiarization with the phen- 
omena of neurotic illness. 

Towards these many-sided phenomena the good physician develops a 
special sense of responsibility, one which is quite different from the attitude 
which the average administrator or teacher or investigator develops. There is 
a profound difference between administering a certain test to someone who is 
a healthy young college student and volunteers to be a subject, and administer- 
ing the same test to someone who is sick and who brings into the test situation 
the turbulent and varied emotions which sickness can evoke. Similarly there’ 
is a profound difference between approaching that sick person as material for 
teaching, as an object of administrative disposition, as a subject for research 
or as a responsibility and challenge to make him well. 

There is only one place where this atmosphere and feeling of therapeutic 
responsibility, this dedication to healing, has been cultivated, namely in medi- 
cal schools and hospitals, where everyone functions as part of a complicated 
therapeutic team. This atmosphere is so important in training for therapy of 
any kind, that without it all intellectual and technical equipment is of little 
value. 

Therefore training for medical psychology and especially its clinical diag- 
nostic and therapeutic phases, should be given in medical schools and teaching 
hospitals. 

2. Intellectual Equipment 

(a) Self-Critical Judgment 

Through centuries of trial and error physicians have had to learn how 
difficult it is to be objective and accurate in the evaluation of therapeutic tech- 
niques. The emotional influences which warp our judgment, and the pressure 
towards willful thinking can be counteracted only by scrupulous self-criticism. 
Mistakes in therapy and mistaken evaluations of therapeutic methods are not 
news to physicians. Skepticism and self-criticism is therefore deep in the tradi- 
tion of the doctor; and out of this he has developed certain techniques for 
critically appraising the impressions which any one man may derive from his 
isolated and limited observations. These consist essentially of : (a) the use of 
numbers sufficient to make an adequate statistical sample; (b) making sure 
of the identity both of the individual units and of situations; (c) making sure 
of the identity of procedures; (d) where identity in any of these respects can- 
not be attained, making sure that the sample is a true random sample and not 
weighted in any direction; and (e) finally making sure that the apparent 
therapeutic results exceed in numbers and/or in speed the incidence of spon- 
taneous cures, or of cures by other methods. 
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Habituation to these critical checks, to this general attitude, and to these 


techniques, can at present be obtained only under medical auspices. 


(b) Factual Data 


Training in medical physiology should rest on a general basic training in 
anatomy: but this anatomy can be taught in an abbreviated fashion largely 
through such modern visual aids as animated drawings, diagrams and trans. 
parent and opaque models. It is estimated that instead of the thousand hours 
which are approximately the number now used to teach anatomy, it could be 
done easily and well in about 100 hours if such modern devices were used. 


Anyone dealing with disease processes of any kind, even those who con 
fine themselves to the psychotherapy of the neuroses, should have some fami. 
iarity with the clinical physiology and clinical pathology of organic processes, 


and with the ways in which these express themselves in symptomatology. In 4 


training medical psychologists, the goal of such instruction would not be the 
recognition of specific disease entities and their differential. diagnoses, but 
rather an understanding of the processes by which the body balances between 
sickness and health. This would include a sound knowledge of clinical physi- 


ology, especially neuro-humoral, autonomic, biochemical, biophysical, cardi- q 
ovascular, respiratory, excretory, and genito-reproductive. For the medical 7 
psychologist, since his subsequent practical and research work would both lie _ 


in other fields requiring other techniques, little or no laboratory hours would 
have to be devoted to these subjects. They could be taught instead through 
texts, lectures, and again all manner of modern teaching aids. Here again a 
great saving of time would be possible. 


Similarly most gross and microscopic pathology, clinical pathological 4 
laboratory techniques, and almost all bacteriology except for the general prin- © 


ciples of infectious disease, epidemiology, and immunology could be omitted. 


But the essential feeling of familiarity with the phenomena of illness can 
never be learned from lectures alone. This can come only in one way, i.c., 
through direct contact with patients and from the slow accumulation of ex- 
perience which is gained by history taking, and through tracing in patient after 
patient the natural history of sickness. Consequently a new kind of clinical 
clerkship would be needed in the training for medical psychology: a clinical 
clerkship which would not include the making of physical examinations, nor 
laboratory examinations, but which would include history taking, some bed 
side nursing care of patients, and the administration of batteries of psycho- 
logical tests. This type of ward, bedside and out-patient experience should be 


secured with all types of organic disease processes before undertaking the same 4 
type of work on psychiatric services. Only through ward and clinic service of ~ 


this kind, which would bring the student into daily contact with patients 
suffering from a wide variety of diseases, can a psychotherapist be produced 


who will have a sense of sureness and of at-homeness with patients who are P 
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ill. Afcer such training and experience, organic illness will be no news to him: 
and will never fluster him either into excessive anxiety or too easy dismissal. 


After becoming thoroughly familiar with the phenomena of organic dis- 
ease, the same type of experience would have to be acquired in the wards and 
out-patient departments of psychiatric hospitals. 


This entire curriculum could be completed in five to six years from the 
time of graduation from college; and could and should at the same time 
include psychoanalytic training, which could be begun at any time after the 
work on organic wards was started. 


Medical psychologists trained for clinical diagnostic and therapeutic work 
by such a curriculum would complete their training on an average at about the 
age of 28. With another two or three years of closely supervised work they 
would be fairly seasoned therapists, with far more training in psychotherapy 
than most psychiatrists have had when they take their Board exams, except 
for those with analytic training. 


Such a program as this would make it possible to train many more psy- 
chotherapists who would work well with physicians because they would be 
working together as equals. They would be ready to start using their skill at 
ages 5 to 10 years younger than do the medical psychiatrists. This would mean 
more psychotherapists trained at less cost, practicing for more years, more 
hours available for giving treatment at less cost to patients and to the com- 
munity. And all of this without sacrifice of safety or of scientific standards. 


SUMMARY OF THE DISCUSSION 


KUBIE: We began with Dr. Gardner’s challenging and illuminating 
question about what differences there are in the psychotherapeutic process, 
technique, influence or function of the psychiatric social worker as compared 
with that of the clinical psychologist, especially when they work together as 
parts of a team. This challenge was taken up by Mrs. Ross who said in effect 
that the therapeutic function of the psychiatric social worker is to enable the 
patient to live as fully and as comfortably as possible within the confines of 
his neurosis, but not to attempt to alter the neurosis itself nor the neurotic 
structure of the personality. By implication there is a precise difference in the 
therapeutic function of the psychiatric social worker and that of either the 
psychiatrist or the clinical psychologist, in that both of these latter attempt to 
alter the underlying neurosis itself. 


Another important point brought out by Mrs. Ross and Mrs. Ginsburg 
is that the psychiatric social worker is taught to become aware of himself and 
to utilize this knowledge in the therapeutic relationship. To put it technically, 
some knowledge of transference and counter-transference and of how to recog- 
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nize and manipulate these is taught the social worker in order to enable him to 
use these for their therapeutic influence. 


‘This brought us through the comments of Dr. Brosin and Dr. Krugman 
to another important distinguishing feature, which has historical roots. The 
psychologist comes into the field from the laboratory and from academic cir. 
cles, while the psychiatric social worker comes from direct contact with human | 
needs. As a result psychiatric social workers have been the first group in the 
community to accept and utilize a dynamic approach to problems of human | 
personality and of human maladjustment. For this reason they have become | 
more sophisticated and more mature than any other group in the use of analy. | 
tic and dynamic concepts as part of their daily working tools. It is a result of © 
this same historical development that they have a tradition of accepting medi- 
cal (and specifically psychiatric) leadership and of recognizing the necessity o! 
working as part of a team. Dr. Krugman also emphasized that the very na- 
ture of psychiatric social work has tied it closely to field work—in other words 
to applied knowledge rather than to theoretical abstraction. Finally, Dr. Fre- 
mont-Smith pointed out that outside of analysis few young psychiatrists re 
ceive any training in psychotherapy and that psychiatrists, as a group, have 
failed to be as therapeutically minded as psychiatric social workers. It is im- 
portant that clinical psychology should aim to attain the virtues of both and 
to avoid their limitations and defects. 


In the discussion following the papers of Drs. Miller and Kubie, severa! 
questions were raised. First among these was the question of whether psy. 
chiatric social workers who are trained not in medical schools but in their owr 
organizations can acquire the same type of self-critique about therapy as that 
used by the psychiatrist and clinical pyschologist. This was discussed from 
several points of view. Next the question was raised whether the entire medi. 
cal curriculum would not benefit from a basic streamlining and shift of empha- 
sis, since at present it fails to meet even the needs of the general practitioner 
This led to some discussion of what constitutes the essential components in 
training for psychotherapy. There seemed to be general agreement that of 
primary importance here was some knowledge of the personal motivations 
and aims of those who wanted to do psychotherapy. Also in general it was 
felt that this self-knowledge would come chiefly through some degree of psy- 
choanalytic training, which must include some personal analysis. It was ob- 
vious that this brought us face to face with one of our worst bottlenecks, 
namely, the shortage of personnel prepared to give this kind of training. There 
were many subsidiary problems, such as the question of what age is most de- 
sirable for training analyses, the duration of such analyses, the auspices under 
which they should be conducted, the relationship of personal analyses to other 
formal elements of analytic training. 


After all of such basic preparatory experiences, one would have to arrange 
for adequate clinical experience with the actual practice of therapy under 
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supervision. This again brought us up against the same bottleneck, the short- 
age of trained people to give clinical supervision. Such training is never given 
to medical students and rarely even to young psychiatrists in training, except 
for the analytic institutes. 

This led back to a discussion of whether or not we could so change the 
medical curriculum as to make it possible for general practitioners to give at 
least some part of the psychotherapy which is needed in the community. To 
most it did not seem likely that this could answer the problem; in fact if any 
physician or surgeon were to give much of his time to the psychotherapy 
needed by 60 to 70% of his patients, he would not have the necessary time to 
care for their organic medical and surgical needs. If, on the other hand, by in- 
creasing the physician’s and surgeon’s psychological and psychiatric acumen 
they learn to recognize emotional problems earlier and send such patients 
promptly to trained psychotherapists, then the physicians themselves will have 
more time for the practice of internal medicine and surgery. This in curn 
would relieve the shortage of medical and surgical treatment hours for the 
community as a whole. The problem remains unsolved at present because for 
the most part the physician either does not recognize or admit the problem, 
cannot deal with it himself, or has no place to send his patients for psycho- 
therapy. Thus, any way you cut this cake you are left with a shortage of 
personnel which must be made up somehow. 


It was suggested that there were three alternatives: (1) to retrain physi- 
cians to do their own psychotherapy, (2) to train many more psychiatrists, (3) 
to set up a new para-medical profession, for carefully selected representatives 
of clinical psychology, of psychiatric social work, of education, and of the min- 
istry, to do active psychotherapy as part of a medically led team. Some pro- 
rested against the establishment of a new para-medical profession of this kind 
on the grounds that even if one could train a few thousand clinical psychol- 
ogists, this still would not make a dent in the total problem. To this it was 
answered that such newly trained specialists or representatives of a Doctorate 
in Medical Psychology or in Medical Psychotherapy would not only give 
treatments, but would also become the nucleus for new training organizations, 
so that their numbers would increase by geometric proportions. Nevertheless, 
several believed that it would be better to use clinical psychologists as they 
are now, with as little emphasis on therapy as possible, and solely for purposes 
of personality evaluation. 


Others felt that the development of a para-medical discipline was inevit- 
able; that there must be lay analysts and lay psychotherapists, but that they 
should be distinguished from the research psychologists. This position was de- 
bated on the grounds that there is no way in which one can sharply isolate and 
distinguish between research and therapy, because clinical research always 
implies mature and extensive experience in clinical problems, including espe- 
cially therapeutic problems. All organic medical research, for instance, is 
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constantly influenced from the clinic by therapeutic problems; and it was 
argued that the same thing is true in the psychiatric field. Furthermore, even 
though it was agreed that research in clinical psychology meets as great a social 
need as therapy, and that psychiatrists are doing so little research that others 
must take it over, nevertheless, several believed that for this very reason the 
distinction between the psychologist and the psychiatrist in the field of therapy 
must gradually be eliminated; that since the clinic is needed for mature 
research and since mature research is needed for the clinic, then both the 
clinical psychologist and psychiatrist must gradually master the same dis- 
ciplines and develop the same basic curriculum. 

Some argued that the most important way to save time in any end cur- 
riculum would be through increased emphasis on specilization within the field, 
but that this specialization must arise out of a broad underlying curriculum, 
the nature of which has not been clearly defined. 


One discussant raised the question of whether it was possible in any way 
to shorten the basic courses in anatomy and physiology, and still give the 
student any degree of confident freedom and familiarity with these fields. The 
reply to this was that if all the unnecessary courses were eliminated from a 
para-medical curriculum, there would be adequate time for fundamental! 
courses in normal and pathological anatomy and in clinical physiology, which 
could be given then as slowly as was necessary and over as long a period as 
would be required in order to give the student a mature grasp of the topic. Ac 
this point further discussion of these issues was postponed until later in the 
conference. 


Evening Session 
March 27, 1947 


THE ROLE OF TRAINING IN CLINICAL PSYCHOLOGY 
IN GENERAL MEDICAL EDUCATION 


HENRY W. BROSIN 
Professor of Psychiatry, University of Chicago 


[N order to speak more clearly about the role of training for medical stu- 

dents in clinical psychology in general medical education, it might be well 
to state at once that this question is so closely allied to similar questions con- 
cerning other disciplines that we had better mention them in order to gain 
proper perspective, because the potential solutions are probably interdepend- 
ent. Some of these questions are: What is psychology and/or clinical psychol- 
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ogy? What is the place of psychology in a general (college) education? What 
is the role of psychology in the fields of education, law, theology, business ad- 
ministration, medicine and engineering? What is the role of clinical psychol- 
ogy in the professional schools, as contrasted to its academic roles? It would 

be more accurate I think to differentiate between ‘“‘lay therapy’’ and clinical 

psychology since the latter field does not automatically confer competence in 

the former field. A physician or social worker must undergo special training 

with or without trained supervision to become a therapist and it seems that 

the clinical psychologist will probably be forced to pay the same price. To 

what extent is it a better medium for studying human behavior than other sub- 

jects in the university such as sociology, anthropology, history, philosophy or 

literature? The classics provide us with ample material for studying emotions, 

motivations, memory, learning, thinking, which are also the subject matter 

of psychology. Presumably clinical psychology deals with these aspects of 
human behavior in sick people, bringing to this task the hope of applying 

more objective methods, orderly design for systematic studies, dispassionate 

interpretation and deliberate and well verified conclusions. Most physicians 
agree that the study of man’s psychological operations, especially in his intim- 

ate interpersonal relations, is important; in this postwar period many persons 
concerned with public welfare, education, religion, labor relations, etc., stress 
the same need. There is no doubt about our intensified collective interest. We 
even think we have sound facts, principles and methods to teach those con- 
cerned with man’s relation to himself and other men. 

The simplest argument for clinical psychology in medical education both 
as an academic subject and as a practical set of skills to be mastered, is that it 
helps make a better practitioner whatever his specialty may be. Clinical psy- 
chology, with experimental methods useful in diagnosis, and promising more 
widespread usefulness in prognosis, selection of cases, checking on results of 
therapy, establishing verifiable criteria for symptom groups (syndromes), may 
be regarded as a part of the physiology of the central nervous system. It is 
also definitely useful at the more social levels of personality organization and 
their disorders but its position as a basic science is perhaps easier to demon- 
strate. It is self-evident that a physician should be conversant with various 
grades of mental deficiency, head injury and cortical damage from gas, drown- 
ing, anoxia, and methods of treatment. In our mechanical age of violence 
there is greater need for physicians to be alerted to the more subtle grades of 
organic deficiency in order to do their job well. The types of cortical injury are 
multiplying and the hazards more widespread as industrialization and speed 
take their toll. In organic diseases with prolonged febrile states (Brucellosis?) 
or other debilitating conditions (anoxia) there is some evidence that the cere- 
bral cortex may suffer organic damage. The practitioner must be aware of the 
methods by which these important, even if small, damages can be detected and 
charted just as he uses methods in radiology or hematology. He will seek the 
advice of experts when necessary but he must be cognizant of the possibilities 
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A similar, if less impressive, argument can be made in the fields of the 
neuroses and psychoses although the increased interest in psychiatry may em. 
phasize the needs in these regions. Systematic portrayal of sound experimental | 
evidence will do much to attract medical students to the study of human rela. | 
tions for the problems will seem less vague and reduce their uncertainties | 
(anxieties). To bring some of the basic human problems within the realm of | 
orthodox biological experimentation may well raise the hopes of many thar | 
most human problems are available for study and control. Ly 

If it is granted that clinical psychology is a respectable and essential dis. | 
cipline comparable to physiology, then we may ask: How shall these tech. | 
niques be taught? Who shall be assigned the task? When and where shal! ~ 
it be taught? What will be the principal subject matter? I have no easy or 
convincing answers but will venture a few brief guesses. 

At present clinical psychologists seem to have three main functions which 
may or may not be practised by any one specialist: (1) Diagnostic, utilizing ~ 
qualitative as well as statistical quantitative methods in normal as well as 
clinically sick subjects for many purposes (counseling, vocational guidance, 
selection, school placement, etc.); (2) Experimental, utilizing available meth- — 
ods without the primary purpose of giving service; (3) Therapeutic, utilizing — 
the methods by and large which have been thought by some doctors to be the © 
province of psychiatrists. 

Obviously, there may be overlapping, but these definitions are offered to 
stimulate exposition from those concerned. 


The clinical psychologists’ best and most unique contributions are prob- 
ably in the diagnostic and experimental fields. If they are true members of 2 7 
university with reasonably high standards of study and research, there will be 7 
relatively little objection to their participation in the medical curriculum, once © 
the usual inertias are overcome. If they are merely poorly trained psychothera- © 
pists selling uncertain services in the open market, it is doubtful if they will | 
enlist the support of most educated people, let alone specialists in the field, 
even though they gain academic and state licensure to do so. Competence, not 
degrees or license, will determine their value in the long run. It is hoped that 
the best members of this group will provide adequate safeguards for the ~ 
maximal healthy growth of their profession. If we wish to create a group of 
lay therapists we can do so, but there are many alternative methods and these ~ 
need not impinge upon the strong traditional position of the psychologist as 
an experimentalist and investigator. As Dr. Shakow said, there is as great a 
social need for sound investigation as there is for service. I believe Dr. Kubie’s 
plan for training lay therapists, like Freud’s, opens a rational pathway which 
does not cloud the issue. 


I would like to see a revised premedical curriculum in which it was 
required that the sciences dealing with man as a person (social being) had 
much greater representation. Psychology would have a major place here along 
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with sociology, anthropology, etc. With this enlarged humanistic background 
and specific introduction to the facts and methods of experimental psychology 
(including medical psychology) it would be much simpler to teach freshmen 
and sophomore medical students the basic sciences relating to “man in health 
and disease’ (W. W. Gull). The medical curriculum would also need exten- 
sive revision but this is probably inevitable and will be increasingly possible 
with improved teaching methods (models, movies, film strips, etc.). 


Then in the junior and senior years and the rotating internship the student 
would continue his learning through precept and practice under his teachers 
as a member of the therapeutic team. He would become as accustomed to 
social workers, specialty therapists, and clinical psychologists as the past gen- 
eration accepted nurses and laboratory technicians. 


This program will require interested teachers in the medical schools, and 
these are becoming more numerous. It makes imperative strong, well-organ- 
ized departments of psychology in universities so that its representatives in the 
professional schools may have proper prestige and support. Dual appoint- 
ments are probably desirable in order to cross administrative boundaries with 
greater ease, and will encourage communication between disciplines. With 
free communication, the subject matter and means of teaching it will develop 
and we can expect an harmonious cooperation with mutual benefits to all. 


THE ROLE OF TRAINING IN CLINICAL PSYCHOLOGY 
IN THE EDUCATION OF THE PSYCHIATRIST 


CARL BINGER 


Assistant Professor of Psychiatry, 
Cornell University Medical College 


MX assigned subject is The Role of Training in Clinical Psychology in the 
Education of the Psychiatrist. If | may have your indulgence, | should 
like to talk about a few other things as well. 


I seem to belong exactly in the category that Dr. Kubie so accurately des- 
cribed—those psychiatrists who finally qualify in about their goth year and 
then in the middle fifties, with a rapidly decreasing life expectancy, are over- 
whelmed by the demand for their services. I think, therefore, that I do know 
something about the need for therapists. Like other practising psychiatrists, I 
see that the need is great and pressing. The possibilicy of meeting this need is 
entirely baffling at present. 


I, myself, doubt whether an increase in the number of therapists, even to 
the hundreds of thousands, could actually meet it. The more therapists there 


are, the more need for services there will be. We would turn up new problems 
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and more patients would always present themselves, so that I am not myself 
too optimistic about the mass production of therapists, no matter by what kind 
of training. The most challenging and pressing task is to understand the 
causes of neurotic illnesses and to do what we can to prevent them. 


I am not at all sure that either the practising psychiatrist or the one who F 
professes psychiatry is going to make the fundamental contributions to thes F 
two important problems, that is, to a deeper understanding of the nature of | 
neurosis, or how to prevent neurosis. I do believe that both the clinical psy. 7 
chologist and the psychiatric social worker can make significant contributions | 
to these two problems; perhaps greater than the person who is, by force of | 
circumstance, committed to therapy. 1 


Now, very briefly to come to my assigned subject which, perhaps, can 
be more clearly stated thus: J 


What training should the psychiatrist receive in clinical psychology? How 4 
should he be trained and what is the proper position of the psychologist in: / 
psychiatric clinic? 


The position of a clinical psychologist in a department of psychiatry 
should be that of a surgical pathologist in a department of surgery, a bio- | 
chemist or physiologist in a department of medicine or gynecology. As such | 
he should be employed in the following ways: 


1) Use his expert knowledge in helping solve the clinical problems ot q 
the department. 


2) Serve as instructor to the staff in methods. 
3) Conduct his own researches. 


4) Give occasional lectures and demonstrations to medical students, § 
especially on theory and principles, without any attempt at teaching them the | 
actual use of methods. 


In the Payne Whitney Clinic at The Cornell Medical School the resident | 
staff, who are usually appointed for a two year period, are given instructions | 
of this nature. They are taught the general principles of so-called academic | 
psychology; they have some knowledge of memory function, of perception, 
of gestalt psychology, and at least an acquaintance with the literature of 
animal experimentation. 


During their two year residency they are taught to administer tests to | 
adults and children, undex the supervision of the psychologist. The more | 
gifted ones are expected to master a few tests, especially the Bellevue-Wechsler, | 
the Rorschach and the T.A.T. Certainly those young psychiatrists who plan 
to make teaching psychiatry their profession should be given that kind of | 
training. To instruct them is one of the important functions of the clinical ” 
psychologist. 
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For the psychiatrists who are already graduated and in practice, the prob- 
lem of their education is part of the problem of postgraduate medical educa- 
tion in which we are still backward. It is difficult to teach overworked, prac- 
tising psychiatrists new and complicated techniques. But | wish to emphasize 
the gréat value of a symbiotic relationship between the psychiatrist and the 
clinical psychologist if only to lighten the burden of the psychiatrist, to make 
his work more precise, his diagnosis more critical, his objectives more clearly 
defined, and to check on his own, too often, intuitive judgments. 


A team can be an extremely effective instrument. I should not like to 
see the clinical psychologist, therefore, turn primarily therapist. By doing so 
he would lose his most important functions, that of instructor and investiga- 
tor, and psychiatry would in the end be the sufferer. 


SUMMARY OF THE DISCUSSIONS 


KUBIE: The question was raised as to whether adequate emotional 
maturity was not the essential prerequisite for training in clinical psychology, 
and if so what part of this could be attained through a more adequate matura- 
tional education in schools and colleges. Linked to this was the question of 
how early in any educational program such maturational influences can be 
initiated. For instance, to what extent the factual data of clinical psychology, 
if introduced into the undergraduate curriculum, promote not merely aca- 
demic knowledge, and the mastery of special skills, but also deeper and earlier 
emotional maturation in the college student? 































This led next to a discussion of the diagnostic role of the clinical psy- 
chologist. Some emphasized this as one of his primary functions. Others took 
an opposite point of view, pointing out that existing diagnostic categories do 
not have a high degree of validity, and that the function of diagnosis itself is 
not that important. The point was made that the psychiatrist turns to the 
clinical psychologist not to be assisted in making a diagnosis, but in search of 
a deeper and clearer demonstration of those aspects of the processes of thought 
and feeling which without the psychologist’s tests remained hidden from view. 
Ultimately these microscopic dissections of personality will undoubtedly play 
an important role in the understanding of dynamics and in the evolution of 
the more significant diagnoses which we hope to be able to make in the future. 
On the other hand to seek premature correlations between the findings in 
existing psychological tests and our current elementary and kindergarten diag- 
nostic categories would merely arrest the development of clinical psychology 
as a Science in its own right. 


Several speakers again emphasized this belief that the mass production of 
therapists would never result in the production of enough clinicians to treat 
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everyone, and that the major emphasis for the future should be on the under 
standing of the dynamics of the neurosis and on the technique of prevention 
For this reason, some objected to any concerted drive to produce large num 
bers of psychotherapists, whether medical or non-medical. 


These points were argued in detail, the proponents pointing out that the 
suggested advance would not really mean the development of a discipline o/ 
lay psychotherapists, as we have known them, but rather a basic reorganiza. 
tion of the medical curriculum; that much which is superfluous and vestigia! 
would be eliminated, leaving a sound common trunk out of which man; 
specialized therapeutic techniques would develop later. Of these, psycho © 
therapy would be one. It was argued again that such a reorganization could | 
save several years, and still produce mature and competent therapists with 1 | 
thorough grounding in all the essentials of medical knowledge including the 7 
medical atmosphere and medical spirit. 4 


The question of the duration of training was discussed many times. Some 
pointed out that for clinical research and for diagnostic testing alone, the | 
curriculum would take at least three years, and training for therapy at leas / 
another three years; all of this in addition to the four years of undergraduate | 
work. A possible additional couple of years for internships and for special | 
clinical and analytical work would make a total of about 6-8 years after col. | 
lege. This would bring a man to the age of 28 or 30 by the time his training | 
was completed instead of the 10-12 years for the medical psychiatrist. 


The discussion turned repeatedly to the question of the selection of men | 
for this training, and particularly of how early men become sufficiently ma. 
ture emotionally for the various steps in training, especially in view of the fact | 
that psychotherapy and psychodiagnostic testing involve the assumption of : | 
certain amount of responsibility for dealing with profound problems in the | 
lives of other human beings. Some argued that there should be two separate 
programs: one for training for a doctorate in medical psychology, and the 
other for training in clinical psychology. 


Finally, there was considerable discussion of the techniques and problems 
of selection and the adequacy of any existing selective procedures for che 
recognition of such qualities as empathy, rapport, psychological aptitude, etc | 


Dr. Hendrick took the position that a new profession of “‘ psychotherapy’ 
would be hard to synthesize. It is not merely knowledge, certain courses, which 7 
a medical student acquires. He identifies deeply with teachers and other stud- | 
ents, and this experience contributes richly to his professional maturation. It | 
cannot be artificially instilled. For it is a cultural heritage of medicine from | 
primitive times assimilated in medical school and essential to the truly medical | 
personality. On the other hand, it is a lamentable fact that training in per- 
ception of the basic facts of psychiatry must await postgraduate years for ful- 
filment, when the learning ability has already begun to recede. 
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For these reasons, Dr. Hendrick proposed at the Medical Committee 
Meeting of The Group for Advancement of Psychiatry, that a special cur- 
riculum for the training of psychiatrists should be given in medical school. 
This would involve some abbreviation of the preclinical and clinical courses, 
and the time so saved would be devoted to an intensive training in psychiatric 
subjects such as does not exist today. The course could lead to a “Doctor of 
Medicine in Psychiatry’’ in four years, or—as in Public Health and Dental 
Medicine—to a combined degree in five. It would provide enough medicine 
for psychologists who wish to become doctors of psychology, and sufficient 
psychology for medical students who wish to become psychiatrists. He recog- 
nized that at present such a plan would encounter difficult administrative and 
legal obstacles, but did not believe these were insuperable. 


Morning Session 
March 28, 1947 


TRAINING IN PSYCHOANALYSIS AND THE 
DEVELOPMENT OF THEORETICAL CONCEPTS 
OF CLINICAL PSYCHOLOGY 


ERNST KRIS 


Visiting Professor of Psychology. 
Graduate Faculty of Political oa Social Science, 
New School for Social Research 


[DURING the first day of this Conference, psychoanalysis was mentioned 

only in one context: The personal analysis, it was said, constituted a 
highly desirable, if not essential, part of the training of clinical psychologists. 
I should like to take this opportunity to state briefly that I prefer the term 
didactic analysis, that a didactic analysis to my mind should be distinguished 
from a therapeutic analysis. In stating that difference, | am aware of being 
at variance with the views expressed by many psychoanalytically trained psy- 
chiatrists, psychoanalysts and with some, not all, references to the subject in 
Freud’s writings: | believe that the didactic analysis should not be less thor- 
ough or “complete’’ than the therapeutic analysis, but definitely more so. It 
should give the analysand an insight into the dynamics ‘of his behavior and 
personal conflicts, and insofar as possible, into their origin. It should enable 
him to use this insight under the changing circumstances of life in the contin- 
uous process of adjustment, which includes his reaction to the pathological 
material to which he will be exposed. 











































In the present context the word psychoanalysis will be used to designate 
a body of propositions; in order to indicate other areas of meaning, expres- 
sions such as “psychoanalytic therapy”’ or “psychoanalytic observation” wil| 
be used. The term “‘clinical psychology”’ is for the purpose of this communi- 
cation defined as referring to diagnostic procedures based on a variety of 
tests; no specific definition of ‘test’’ being implied. 

There seems to be no need to establish the value of psychoanalysis for 
clinical psychology since at least two of the most important projective tests— 
the Rorschach Test and the Thematic Apperception Test have been devised b; 
psychiatrists deeply imbued with psychoanalytic thinking. 


The first question which presents itself is a very general one: How can 
psychoanalysis be taught? Our experience is well-founded as far as psychi- 
atrists are concerned, who have been exposed to didactic analysis and practice 
the therapy under appropriate guidance. Their theoretical studies supplement 
not only their general psychiatric training but also both these experiences, 
needless to say that they are an essential part of their training. 
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In answering the question for the training of clinical psychologists we 
would have to assess in the first place to what extent the didactic analysis is a 
precondition of any fruitful understanding of psychoanalytic concepts. This 
is an empirical question and the impressions available seem to me not decisive 
There seems to be little doubt that the change in cultural conditions and the 
change in method of presentation of psychoanalysis have somewhat affected 
some of the manifold phenomena which are traditionally lumped together 
under the heading ‘“‘resistance.’’ I do believe—and here I am sure to be in 
agreement with most of you—that a didactic analysis is highly desirable, pro- 
vided it does not mean “‘an abbreviated analysis.’’ | am aware of the danger 
of being called a purist in this matter but I consider this as only a slight dis- 
advantage. 


However, those who wish to study psychoanalysis, whether analyzed or 
not, must have at least some first-hand experience with certain types of human 
behavior that can substitute to some extent for the clinical experience of the 
psychiatrist. To put it briefly : some close and prolonged contact with either 
psychotics or small children, or some group of human beings under mental 
stress, seems to be essential for any fruitful understanding of psychoanalysis. 


Psychoanalysis itself can today be presented in fairly rigorous formula- 
tion. The biological thinking and the constructs of psychoanalysis can be 
offered to the student by a discussion of clearly formulated propositions, that 
rest upon these constructs. 


The appropriateness of the constructs themselves, i.e. the meaning of 
psychoanalytic terminology and thought as a whole, can thus be related to the 
question of the validity of these propositions. Some are verified to the satis- 
faction of many observers, some to that of few; some are considered as yet 
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unverified; bue we assume that all are empirically verifiable, by rules of 
procedure generally accepted in science; and that inverifiable propositions are 
being excluded. 


Psychoanalytic propositions can be related continuously to the clinical and 
“objective” evidence to which they refer. I should like to stress on this occa- 
sion that I am using ‘‘ objective’ evidence here in order to designate two areas: 
“objective” evidence, gained by experimental procedures on the one hand 
and by systematic observation outside of the psychoanalytic interview on the 
other. In addition, many of the findings, which I refer to as ‘“‘clinical’’, have 
experimental character. Psychoanalytic observation, one might say, approxi- 
mates experimental procedure in many areas, but not in all. In any one case 
of psychoanalytic therapy a large number of verifications and falsifications of 
hypotheses is repeated; any interpretation given to the patient, whether ic 
proves to be “‘correct’’ or “‘incorrect,”’ is based on a hypothesis that has been 
put to the test. 


In presenting psychoanalysis in terms of sharply formulated propositions 
related to empirical evidence the teaching of psychoanalysis offers an added 
challenge; the semantic and systematic clarification upon which such a teach- 
ing is bound to be based will gradually reduce or eliminate some of the present 
controversies. 


Psychoanalytic propositions tend to support each other, i.e. through their 
relation to some basic assumptions they form a system or a theory of psychol- 
ogy, both normal and abnormal; a theory that is subject to continuous change 
and is not equally well-elaborated in all directions. This latter fact determines 


to my mind the relation of psychoanalysis to the concepts of clinical psy- 
chology. 


When the clinical psychologist tests performance or isolated functions of 
thought, perception or motility, (i.e. in the sense of psychoanalysis : ego-func- 
tions) he deals in an area that has only recently been subjected to psychoanaly- 
tic observation. Here psychoanalysis offers only a loose set of propositions, 
that may supply a frame of reference, but that is hardly apt to allow for 
hypothesis detailed enough to be useful to the clinical psychologist; this will 
be especially true if the continuum of abnormal and normal functions tradi- 
tionally tested is extended to include supernormal functions or performance. In 
this vast area then psychoanalysis might gradually be able to adopt findings of 
clinical psychology. Many psychoanalysts are interested in estimating con- 
cretely what specific functions and performances of their patients have been 
influenced by the therapeutic process. Moreover, it seems that the various 
methods of quantification which clinical psychology is using and will develop 
may exercise a healthy influence on the psychoanalytic clinic; thinking in terms 
of quantity, and comparing intensities being an essential part of any dynamic 
approach. 
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The situation changes when the functions tested by clinical psychology 
are seen as part of the total personality and its basic conflicts. Psychoanalysis 
is the psychology of human conflict, and the set of propositions dealing with 
this area is elaborated in considerable detail. However, the use of these propo- 
sitions by clinical psychologists meets with various difficulties of which I shall 
refer to one only: 


Psychoanalytic propositions can be divided into dynamic and genetic 
propositions. Dynamic propositions describe an existing conflict in terms of 
an interplay of forces, genetic propositions describe the origin of this inter- 
play as a result of life history. The material of clinical psychology yields 
access only to a cross section of behavior. The clinical psychologist will there- 
fore tend to focus his attention on dynamic propositions. This may tend to 
impoverish the structure of psychoanalytic propositions. In speaking of obses- 
sional compulsive symptom-formation, for instance, the psychoanalyst has a | 
set of both dynamic and genetic propositions in mind; he has certain expecta- | 
tions as to the formation of these symptoms in certain patterns of life history; 
the same is true of expressions such as oral or of anal-erotic behavior pattern. 
The clinical psychologist is likely to disregard the connection between the cross- | 
section to which he has access and the longitudinal expectations relevant to the | 
psychoanalyst. Here lies a potential danger that might result in the growth 
of two separate kinds of languages and an increase in semantic confusion. 


Didactic analysis of the clinical psychologist may afford a certain protec- 
tion against this danger. However, it seems questionable whether this protec- 
tion will be lasting. It seems to me that it should be supplemented by an in- 
tense cooperatoin in research. Sooner or later, test records covering the critical | 
phases in the life history of subjects at least from childhood to late adolescence, 
but possibly including even earliest childhood or infancy will be available. The | 
clinical psychologist will then deal with the development of trends. At this 
stage the danger of a division between the dynamic and the genetic approach 
will be reduced. At the same time some lamentable gaps in the genetic proposi- © 
tions of psychoanalysis might be closed: We might finally learn in great detail | 
how the development of ego functions, gifts and talents of an individual is © 
related to the area of his conflict. Such a cooperation seems to me valuable | 
particularly for one resaon: I feel that our knowledge in the area of dynamic | 
and genetic problems of psychology is in a stage in which too rigid a division | 
between techniques, diagnostic or therapeutic, and research is, to say the least, 
premature. 
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THE ROLE OF TRAINING IN PSYCHOANALYSIS IN THE 
DEVELOPMENT OF RESEARCH IN CLINICAL PSYCHOLOGY 


RENE A. SPITZ 
Visiting Professor, Graduate Division, 
College of the City of New York 


ES formulating my idea on the subject assigned to me, I have, like all of 
you, first looked for a definition of “Clinical Psychology.” I have found 
it in Announcement No. 33 of the United States Civil Service Commission, 
Washington, D. C., announcing an examination for appointments to Clinical 
Psychologists. It reads as follows: 


“Clinical Psychologist. — Applying psychological principles and 
techniques to the diagnosis and treatment of maladjusted individuals, 
including administering and interpreting tests of intelligence, achieve- 
ment, vocational aptitude, or personality, or using other diagnostic tech- 
niques; carrying out psychotherapeutic treatment as directed by psychi- 
atrists, conferring with psychiatrists, physicians, social workers, and other 
professional staff members; contacting individuals or representatives of 
schools or other institutions to secure information as a basis for diagnosis; 
performing psychological research in the field of mental health; collab- 
orating in the preparation of informational material; and informing and 
educating the public by radio and personal addresses.”’ 


On the basis of this definition we can divide the fields for research in 
Clinical Psychology as follows: 

(1) Research in treatment 

(2) Research in diagnosis 

(3) “Pure” research 


1. Research in Treatment 


Starting on the assumption that treatment in clinical psychology will be 
applied to cases up to now treated by psychiatrists, we may assume that the 
criteria applied to treatment in psychiatry will also apply to clinical psychol- 
ogy. Psychiatry is a medical discipline and in medicine research on treatment 
originates by and large with the therapist. Under the therapist's guidance, 
advice, control, a number of non-medical scientists from as widely divergent 
fields as chemistry, pathology, physics, pharmacology, etc., have collaborated 
in an ancillary capacity. 

A similar arrangement appears to be desirable in psychiatry where all 
of the above named and many others have already contributed. To these will 
be added the psychologist, expert in different fields of testing, measurement, 


statistics, interview, etc., the expert in group investigations and the social 
worker, 
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' ogy which is commonly called the ‘‘dynamic’’ one. It has been stressed and | 



























2. Research in Diagnosis 

The team work suggested as desirable in treatment is a requirement for 
diagnosis. Here in the best of our hospitals this team work has already become 
a reality. It has become so unavoidably. The highly specialized investigative 
techniques of the psychologist are just as much beyond the capacity of the 
average psychiatrist as the Wassermann, the A.Z., the E.E.G., the X-ray in- 
vestigation, etc., are beyond the scope of the average practioner. Every good [ 
psychiatrist will be familiar with T.A.T., the Bellevue-Wechsler, Rorschach, | 
and others. But it takes three years to develop a good Rorschach diagnostician | 
alone and we cannot expect the psychiatrist to add this exacting field of study | 





3. ‘Pure’ Research 

Finally there is the “pure” research to which we will come back further 
on. It is not necessarily in immediate contact with patient and treatment. Bur, 
as we will see, it is in need of psychoanalytic principles for its orientation. And 
like all “pure research” it has the tendency to entail conclusions which became 
relevant in treatment and diagnosis. | 


From this description of the fields of research assigned to clinical psy. ~ 
chology it must be evident to all of you that I am envisaging the Clinical Psy. 7 
chologist as one of the collaborators on the psychiatric team, an opinion also © 
expressed by a number of you. As a collaborator for the psychiatric team the © 
psychologist must possess thorough familiarity with modern psychiatric think. ~ 
ing, with that approach to problems of human psychology and psychopatho|- ~ 


subscribe to this opinion that “dynamic’’ is an inadequate description of mod- © 
ern psychiatric methods; beyond being dynamic, the approach has also to be a © 
genetic one; in other terms, the approach to which we refer is the one provided — 
by a thorough knowledge of psychoanalysis. : 


With very few exceptions the academic psychologist’s training offers no ~ 
opportunity for such study. The reasons for this deficiency are manifold ,not 7 
the least of them being the small number of qualified teachers of psychoanaly- ~ 
sis available. How necessary on the other hand such training is, becomes evi- ~ 
dent if you consider the origin of those very methods, those investigatory de- © 
vices which have become most relevant for present day psychiatry. I speak of © 
the projective methods and the batteries of tests. q 


That psychiatric tests originated from the collaboration of a physician, © 
Simon, with a psychiatrist, Binet, is in itself not surprising—though it is sur- | 
prising that they were the first ones to apply to practical purposes principles | 
developed many years before by Galton, an anthropologist, and by psycholo- © 
gists, Ebbinghaus and Catell—and it is indubitable that in the fields which © 
academic psychology reserved to itself, education, psychometrics have as im- _ 
portant a function as in psychiatry. 
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When it comes to the projective methods, however, we find that they 
have one and all been created by scientists who were either psychoanlysts 
themselves, or psychoanalyzed, or working in close collaboration with psycho- 
analysts. The first projective technique used for diagnosis was C. G. Jung’s 
word association test, which appears inadequate to our present day sophisti- 
cated point of view. Then came Rorschach, the Lowenfeld ‘World Test’’ (de- 
rived from the findings of Hug-Helmut, Anna Freud and Melanie Klein), the 
T.A.T., and in recent years the daily increasing lists of projective tests. 


Of the batteries of tests I need not speak; we have two distinguished rep- 
resentatives of this method amongst us, David Shakow and David Rapaport. 


All these methods have originated either from psychoanalysis, or have 
been profoundly influenced by psychoanalytic thinking. It is not too much to 
state that without the psychoanalytic approach they probably could not have 
been created. 


Nevertheless you might well ask me for a more specific explanation how 
the training in psychoanalysis or rather in psychoanalytic theory can benefit 
research in clinical psychology. If you will permit me, I will illustrate this 
application of the psychoanalytic system to research problems by giving you 
a brief outline of the structure of my own research in infant psychology which 
is the one with which | am obviously most familiar. 


This research is conducted within a very modest framework. The re- 
search personnel consists of : 


1. Research Director, a psychoanalyst 


Research Associate, a Ph.D. with psychoanalytic training 
Research Assistant, Ph.D. 

Research Assistant with training in academic psychology 
Library Researcher, a Ph.D. 

Technical Assistant for card indexing and film filing. 


The investigations combine intensive study of single cases with an inten- 
sive observation of their environment and the relations existing between the 
single cases and the environment. On the other hand these observations are 
confronted with extensive quantitative group studies, conducted with an ac- 
cent on the dynamic interplay within the groups. The environmental observa- 
tions are in both cases conducted with a view of getting comparisons between 
different groups, different from the viewpoint of culture or subculrure— 
different from the point of view of economic conditions and different from 
the point of view of race. 


The viewpoints governing the investigations are the following: 

(a) The infant is one factor within a field of forces. 

(b) The field of forces is a result of interindividual relations. 

(c) In this field of forces the infant's behavior and its manifestations 


serve as an indicator of shifts in the interindividual relations. 
































— (d) The shifts in the interindividual relations make it possible to in- 
vestigate the origin of the various forces becoming effective. 

(e) Modifications in the field of forces make it possible to evaluate the 
relative magnitude of the energies involved. 

(f) The introduction of modifications in the field of forces enables us to 
verify above assumptions. 


These principles introduce into our experimental psychological approach 
the dynamic viewpoints of psychoanalytic thinking. 
The other counter-part, the genetic approach, is introduced by: 
(a) A careful case history of the individual child, which is followed, 
preferably from birth, through an appreciable length of time, rang- 
ing from one to several years. 
(b) The successive administration of tests to each individual child pro- 
vides a series of cross sections which, since they are repeated at regu. © 
lar intervals, result in a longitudinal view of the child’s develop. © 
mental history. ‘ 
(c) On every occasion when observations are made the environment of © 
the child is interviewed, thus supplementing the child’s personal © 
history with a history of the environment. 
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This study, now in progress for a number of years, was conducted pri- | 
marily as“ pure’ research for the purpose of the verification or the falsification 
of psychoanalytic and experimental psychological theories. The study has | 
yielded a number of such results. Over and beyond this it has yielded an 
increasing body of findings with both diagnostic and prognostic significance | 
in the field of infant psychology and psychopathology. These findings have | 
on one hand acquainted us with certain criteria of normalcy which we consider | 
of paramount importance as a foundation for future research. They have on © 
the other hand made possible not only diagnosis and prognosis, but also thera- 
peutic recommendations which take the shape of modifications in the structure © 
of the field of forces. 


This result is in accordance with the results of “pure’’ research by many | 
others, such as Rosenzweig’s research into the theory of frustration which | 
resulted in his suggestion of therapeutic immunization, ‘of Mowrer's research 
into the theory of learning, resulting in recommendations for the treatment of | 
enuresis, etc. All these researches are characterized by their being inspired | 
by a thorough familiarity with psychoanalytic theory. ; 





My own experience with the group with which I am at present working 
has led me to believe that such research activity is of unusual value in the 
training of persons otherwise not familiar with psychoanalysis and the dynam- — 
ic approach. I find that my assistants who started with an academic training / 
and who were completely innocent of any psychoanalytic knowledge have 
rapidly become familiar in the course of this work with dynamic thinking and 
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a dynamic approach to psychological problems. The dynamic approach has 
become second nature. with them and they apply it automatically whenever 
confronted with psychological problems in completely different fields. 


This experience encourages me to contribute a practical suggestion to the 
present discussion. Institutes have been suggested in which both psychiatrists 
and academic psychologists are to be trained simultaneously through work on 
clinical material. 1 would suggest that in such Institutes a ‘‘ Research Training 
Center for Psychoanalytic Psychology’’ should be established which would also 
train simultaneously psychiatrists and clinical psychologists. The purpose of 
such a training in research would be to study groups as well as single cases 
and to study the single cases in reference to groups, subcultures and cultures. 
Thus the research would combine the study of the inner environment with that 
of the outer environment, and would confront the students with the interact- 
ing forces which become visible under such circumstances. Once the student 
has experienced the interplay of such forces he becomes able to combine system- 
atic psychiatric knowledge from text-books with a living frame of reference. 


Of course this research has to take place under the leadership of an 
expert instructor in psychoanalysis. It would be the task of the instructor to 
give the students adequate insight into the dynamics at work in the research 
performed. With the help of this insight they would gain an understanding 
of object relations in general and of transference in particular. From this auto- 
matically the role of the therapist on one hand, and that of the diagnostician 
on the other become obvious. 


The great advantage of this procedure is that, without personal analysis, 
the resistance of the student is circumvented. This training will not make 
the students into psychoanalysts; but it will teach'them psychoanalytic think- 
ing and it will require a very much smaller teaching staff than would be neces- 
sary for regular training in psychoanalysis. 


Another advantage of such a research group with dynamic training is that 
it will make it possible to define the boundaries between the needs of illness 
and the needs imposed by education, by social and by vocational problems. It 
will define them by making these problems actual objects of the research 
undertaken, a really effective method of definition in contrast with the pre- 
vailing one which is either semantic or sentimental. 


It appears from this example that in our opinion the question as to the 
role of training in psychoanalysis in the development of research in clinical 
psychology should be envisaged from two viewpoints: 


1. A Research Training Center for Psychoanalytic Psychology can open 
up new fields of research and new vistas for the elaboration of more effective 
tools for the understanding of the total human personality, its structure, the 
forces which make it function and the ways of dealing with them under both 
normal and abnormal conditions. 
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2. A Research Training Center for Psychoanalytic Psychology can sub- 
stitute to a certain extent for the traditional training in psychoanalysis wich. 
out it being necessary for the student to go through a training analysis. ; 
This double function of psychoanalytic training for clinical psychologis:s [ 
makes its inclusion desirable in the curriculum. fh 


THE ROLE OF TRAINING IN PSYCHOANALYSIS 
FOR THE DEVELOPMENT OF THERAPEUTIC 
TECHNIQUES IN CLINICAL PSYCHOLOGY 


MARGARET BRENMAN | 
Chief of the Division of Psycholog) 
he Menninger Clinic 4 
BEFORE proceeding to a breakdown of the multiple, entangled problems 
of my topic, I feel the necessity for attempting a definition of terms: first, | 
the expression “psychoanalytic training.’’ This may mean any or all of the 
following: attendance of seminars on psychoanalytic literature, personal an- 
alysis, or conducting a psychoanalysis under supervision. Secondly, the term 
“cherapeutic techniques” : this is a far broader category and may include any- 
thing from an attempt to help a child learn to read to the treatment of a severe 
character disorder. Finally, ‘clinical psychology” : this is an as yet ill-defined © 
professional discipline whose areas of function and whose training needs we 
have come together to discuss. It must be amply clear that a brief presentation 
of the relationships of these three extremely broad categories can, at best, only 
attempt to delineate the problems a little more specifically. 
The first question which presents itself is whether there is an essential 
difference for the psychiatrist and the psychologist in the role of psychoanalytic 
training for the development of therapeutic techniques. At first blush, it 
would seem that there is no difference and that the significant question is: 
“What is the role of training in psychoanalysis in developing an able psycho- 
therapist?”” Hu: ver, we must decide at this point whether to discuss the idea! 
training program .. : the psychotherapist of the future and the role which psy- 
choanalysis will occupy in it, or the immediate situation of the clinical psycho- 
logist and the place of psychoanalytic training in the existing scheme. 
Although it is extremely tempting to flee from the current scene and its 
web of practical difficulties and to develop a blue-print for the radical re- 
vamping of the curricula of both the clinical psychologist and the psychiatrist, 
the critical urgency of the immediate issues dictate a temporary postponement 
of the discussion of radical revisions of these existing curricula. Some of the 
previous speakers have offered provocative suggestions regarding the possible 
modifications of the education of psychologists and psychiatrists and have 
thus opened the way for future discussions along this line. 
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It seems that at this point a brief review of the present status of the clin- 
ical psychologist as therapist is in order. The issue is no longer whether he 
should start to do therapy; he has been doing therapy for a long time, with 
added impetus, provided by the war. The issue is rather to find out precisely 
what he is doing, how he has been trained to do it, and what additional train- 
ing he needs. Only on the basis of detailed and specific information of this 
sort will we be able to discuss concretely the role of psychoanalysis in training 
for therapy. This injunction for fact-finding is easier said than done. The offi- 
cers of the Division of Clinical and Abnormal Psychology of the American 
Psychological Association have begun a systematic inquiry. 

In the absence of a documented statement of current status, we must for 
the time being rely on our personal impressions. It is my impression that at 
present, persons with widely divergent backgrounds and interests are doing a 
great variety of things besides diagnostic testing all called “psychotherapy”, 
and that the sole claim to homogeneity which this group of persons has is that 
all call themselves “clinical” or sometimes ‘“consulting’’ psychologists. For 
the most part there is absolutely no systematization in these activities. Psy- 
chologists who do therapy in various social agencies such as child guidance 
clinics, veterans’ installations, etc., as well as in private practice are largely 
self-taught, and in the best instances highly intuitive people who have shown 
themselves to have a “flair” for therapy, and have then proceeded with or 
without supervision to treat patients—relying on reading and day-to-day exper- 
ience for their training. Many are excellent therapists, with keen sensitivity to 
the nuances of interpersonal relationships; others are irresponsible opportunists. 

In addition to this largest heterogeneous group of psychologist-therapists, 
there are two other groups whose training is more systematic and uniform. 
The larger of the two issues from the training program conducted by Carl 
Rogers, earlier at Ohio State University and now at the University of Chica- 
go; the smaller is composed of psychologists who have received analytic train- 
ing as research associates of various psychoanalytic societies. (This group may 
| or may not include those lay analysts trained abroad before 1938.) 

In recent years, many clinical psychologists interested in therapy, faced 
with the closed door of psychiatry and the double-bolted door of psychoanaly- 
sis, have taken advantage of the opportunities for therapy and research in 
therapy offered by Doctor Rogers. The result has been a startlingly rapid 
growth of “‘nondirective’’ therapy among psychologists, a movement which 
is characterized by an almost complete divorcement from psychiatric (and 
certainly from psychoanalytic) circles even in the closest geographic proximity, 
e.g., at Chicago—a movement which is also characterized by extremely brief 
periods of training and by a rejection of some of the best-established principles 
of psychotherapy and psychodynamic theory. 

The handful of psychoanalytically trained psychologists (there are prob- 
} ably no more than 30 in the country) have also been especially interested in 
developing research in psychotherapy but have not been encouraged to train 
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other psychologists to do therapy nor to conduct research in therapeutic tech- 
niques. This group has, on the whole, maintained more avenues of communi- 
cation with psychiatrists than have the “‘non-directive”’ therapists. 

If this general impression is even roughly correct, it is immediately evi- 
dent that our first task is to establish standards of training and conditions of 
practice for the psychotherapist before we can proceed in any but the most gen- 
eral way to the extremely important but highly specific problem of the role of 
psychoanalytic training in the development of the therapeutic techniques of the F 
clinical psychologist. The essential aim in setting up such standards would be 
to preclude the possibility of establishing the principle of psychologists doing |% 
therapy without at the same time insisting that they receive training adequate | 
to the job. At the same time, the statement by the joint committee of clinical | 
psychologists and psychiatrists representing the American Psychological Asso. 
ciation and the American Psychiatric Association respectively makes it clear 
that similar standards must be set up for psychiatrists. (American Psychologist, © 
Vol. 1, No. 10, Nov. 1946, p. 521.) This committee has said, ‘There is no | 
intention ‘on the part of either profession to assume duties for which it is 
not well prepared by training’’“, and moreover that all types of psychotherapy 
require ‘‘the highest degree of competence and preparation on the part of | 
either clinical psychologists or psychiatrists, and are best handled with a J 
recognition of the interdependence of the medical, psychological, and social 7 
aspects.” (1) ; 

With regard to the specific question of the role of psychoanalysis in the | 
training for psychotherapy, there can be little doubt but that an understanding 4 
of the workings of the unconscious and of psychodynamics generally is pre- — 
requisite in the training of a therapist who is to conduct psychotherapy which © 
is not blindly empirical. However, one must recall that “‘ psychoanalytic train- © 
ing’’ may mean many things and that we know very little as yet about what © 
amount or kind of psychoanalytic training is necessary in order to carry out | 
psychoanalytically oriented therapy successfully. We are in a highly strategic © 
position to gather data on this problem if we observe carefully the develop- © 
ment of young psychiatrists who are at present being trained within the general © 
framework of psychoanalytic psychiatry. Thus far, the only point on which 
there is unanimous agreement is that one needs a complete psychoanalytic 
training in order to conduct psychoanalysis. Far more problematic, however, 
is the nature and extent of training in psychoanalysis which is required in order © 
to conduct varieties of suppressive and expressive psychotherapy which are | 
grounded in a solid psychodynamic understanding but which are not “‘psycho- © 
analysis” in the strict sense. 7 

In Topeka, we have had a chance to watch the kinds of pitfalls which © 
present themselves to psychiatrists in training who receive didactic lectures on 
the psychoanalytic theory of personality development and on psychoanalytic 
psychopathology, both essential material for acquiring a psychoanalytic orien- 7% 
tation. We have seen that by far the most common impulse for students in this 7 
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situation who have not themselves been analyzed is to tend toward a kind of 
academic ‘wild analysis.” Naturally, their supervisors are well aware of this 
tendency and often need to bend over backwards to emphasize the immediately 
available surface aspects of the therapeutic relationship. We can learn a great 
deal from these experiences which will be directly applicable to the problem of 
giving clinical psychologists analytic training. We may find that this over- 
zealous and sometimes premature search for “‘deep’’ unconscious content can 
be avoided by an extremely careful sequence of courses and a more complete 
integration of clinical work with didactic teaching. Clinical psychologists will 
certainly be the beneficiaries of lessons learned in the training of psychiatrists 
who do not intend to become psychoanalysts. 

On the strictly practical side : the problem of the acute shortage of teach- 
ers has often been raised in connection with the question of training psycholo- 
gists in any form of psychotherapy and particularly in psychoanalysis. While 
this is certainly no trifling difficulcy we cannot feel that it is insuperable. We 
have seen that certain basic material may be learned jointly; kinds of training 
which require individual sessions might be worked out on a quota basis. It 
would not be necessary to use the time of a “training analyst’’ for this purpose 
inasmuch as there are competent lay analysts who could carry out such training. 
Naturally, no such program of psychoanalytic training for psychologists can 
be contemplated without at the same time setting up safeguards against che 
practice of psychoanalysis without the collaboration of a medically trained 
psychiatrist—and as a matter of fact, in the selection of candidates for such 
training the emphasis might be on potential researchers in psychotherapeutic 
techniques, rather than on therapists as such. The problems are numerous and 
complex, but admit of solution. 

To summarize: at present the clinical psychologist doing therapy is 
usually a person who has not undergone systematic or standardized training as 
a psychotherapist but who has “ picked it up’’ as he went along. There are two 
exceptions to this: those few individuals who have received psychoanalytic 
training as research associates and have maintained working relationships for 
the most part with psychiatrists; and the rapidly increasing group of psycholo- 
gists trained as “‘nondirective’’ therapists who work independently of psy- 
chiatrists. 

In order to safeguard standards of training and conditions of practice for 
psychologist-therapists, it is suggested that : (1) a systematic assessment of the 
actual situation be made; (2) that such standards be established for psycho- 
therapy in general; (3) that plans be made to strengthen the working relation- 
ships of psychiatrists and psychologists to preclude the development of a “‘psy- 
chologist’s psychotherapy”’ divorced from psychiatric and psychoanalytic prac- 
tice, e.g., the “‘nondirective’’ movement; (4) that quotas be established for 
the psychoanalytic training of carefully selected clinical psychologists with the 
hope of encouraging research; and (5) that competent lay analysts be used for 
this purpose while the training-personnel shortage is so acute. 
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PRIMARY FACILITIES IN 
PSYCHOANALYTIC PSYCHIATRY 


IVES HENDRICK 


Instructor in Psychiatry, Harvard Medical School 


] SHALL introduce my remarks autobiographically following the example ~ 

of two or three speakers yesterday. This, | think, will help to clarify my ~ 
own implicit premises in regard to the training of laymen for therapeutic psy- ~ 
choanalysis. Indeed, the whole development of analytic policy in the matter 
has to be understood in an historical perspective of the evolution of changing | 


conditions. 


Many years ago, I had no feeling of a difference in the essential qualifica- ~ 
tions for analysis which could be ascribed to medical or nonmedical prepara- © 
tions. My views began to change in 1932; in that year I heard the first con- © 
vincing argument against the training of laymen, or at any rate against their — 
training at that time. This was a remark of the Chairman of the Educational ~ 
Committee of the New York Institute: he called to my attention that, no © 
matter what your theoretical ideas about lay analysis might be, it was a fact © 
that a very small fraction of the laymen who applied for training had achieved © 
a thoroughly professional background in their own fields. F 


I then came to understand gradually that the professional situation in ~ 
America was very different from that in Vienna. Here there was not the rigid © 
barrier between the analytic group and the medical profession which existed = 
in Vienna at that time. It is an historical fact that in Vienna several of the ~ 
most able early students of Freud were found originally among laymen rather © 
than among physicians and this was not so in America. Moreover, in America ~ 
there was a situation which still exists, though to a less degree than in 1932 — 
namely, that of a psychoanalytic movement violently threatened by a trend to ~ 
dilletantism. Many people who were poorly trained in their own profession — 
and were professionally immature were beginning to practice analysis. They ~ 
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pone it the easy way, disdaining medical or other thorough prepara- 
tion, they merely got analyzed by this or that person and set up their offices. 
The woods were swarming with them, and I think one of the main reasons 
why Americans adopted a policy of excluding laymen from training was for 
protection from that professional menace rather than the theoretical objections 
to laymen. 


Another factor which entered into determining this policy, and which was 
certainly very important in my own attitude, was actual experience with an- 
alysts without psychiatric or medical training in their therapeutic relationships 
with patients. Their perspective, rather than their factual knowledge, was 
different. They lacked what I could best designate as a ‘‘clinical orientation.’ 
There was a tendency to see clinical material in terms of analytic theory or any _ 
other logical structure rather than in terms of individual experience. They 
differed from the ‘‘seasoned intern’ Dr. Kubie referred to, who is rapidly de- 
veloping that aspect of the mind which depends on judgment and experience 
rather than on a text-book orientation. All these factors combined to induce 
me to become a member of the preponderant group in the American Psycho- 
analytic Association who did not favor, and do not favor today, the training of 
laymen of any professional category for psychoanalytic therapy. | might men- 
tion one other factor in the development of this policy. New York was the 
largest psychoanalytic institute and assumed leadership in the development of 
both teaching and conducting a clinic. This created a legal problem, for New 
York could not get its license for an institute from the Board of Regents if 
they included non-physicians in their clinic. 


These are some of the historical factors contributing to the pretty general 


concurrence of analysts in the ‘‘ Minimal Standards”’ set up and adopted offi- 
cially by the American Psychoanalytic Association and its constituent insti- 
tutes in 1938. These were printed, are in existence today, and copies may be 
obtained by writing to the Secretary of the American Psychoanalytic Asso- 
ciation, Dr. Robert Knight, at The Menninger Clinic, Topeka, Kansas. They 
included a formally adopted resolution agajnst the training of laymen for 
therapy. At the time of their adoption, those laymen who were already ac- 
credited analysts were recognized as members of the Association and were 
| qualified to continue the practice they had already established. 


At the same time the principle was established that Class B candidates 
might be trained for the non-therapeutic application of analysis; these candi- 
dates were highly qualified people in nonmedical professions who could apply 
analysis to their special fields of research. Thus training of Class B candidates 
for this purpose has always been welcomed by all institutes and there has never 
been opposition to it. It has, however, produced difficult problems, arising 
chiefly from the fact that in principle what we want are highly qualified peo- 
ple applying analysis to other professions, not people using this privilege as an 
expedient for getting into therapeutic psychoanalysis through this back door. 
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Ac a meeting of the Board of Professional Standards of the American 
Psychoanalytic Association in December 1946, the policy in regard to the new 
problems of clinical psychology was discussed intensively. There was general 
acceptance of certain premises: first, the profession of clinical psychology 
exists, and a beginning has been made in some places to provide training in 
therapy; secondly, the number of these students, their increasing emphasis on 
therapeutic objectives, the development of opportunities for training, and the 
movement to provide official certification for therapeutic activities present 
many new problems; thirdly, these problems, very big and complex, will 
eventually be workea out to the advantage of everybody, including psychi. | 
atrists, psychologists, and patients, but this will take years of evolution, | 
fourthly, psychoanalytic institutes are now swamped and cannot provide ade. 
quate facilities for the training of doctors, particularly the veteran doctors 
who are applying in such huge numbers. 





After thorough discussion of these facts in the situation, the following 
resolution was passed, with a single dissenting vote: : 


“Whereas, it is the opinion of the American Psychoanalytic Asso- 
ciation that the practice of psychotherapy is a medical function, therefore, 
be it resolved: That paragraph 1 of the ‘Resolution Against the Future 
Training of Laymen for the Therapeutic Use of Psychoanalysis’, as 
adopted by each constituent society of the American Psychoanalytic Asso- 
ciation between January and June, 1938, and finally adopted by this Asso- 
ciation as a whole at its meeting in Chicago in June i938, and published 
by this Association, be modified to read as follows: 

(1) All psychoanalytic institutes which are now recognized by the 
American Psychoanalytic Association shall henceforth not admit to train- 
ing anyone engaged in or intending to engage in the individual practice 
of psychotherapy who is not a physician. 

(2) Be it further resolved : That lay candidates for training in non- 
medical professions shall pledge themselves in writing that they are not 
engaged in practicing psychotherapy, and will not engage in practicing 
psychotherapy, except under the direction of psychiatrists in an organized 
clinic or hospital. 

(3) Be ic finally resolved: That in all other respects the former 
resolution against the training of laymen be reaffirmed.”’ 


This resolution has in just the past week been submitted to vote by the 
members of the American Psychoanalytic Association. i 


So much for the statement of the facts of the American Psychoanalytic © 
Association’s regulations on lay therapy—regulations not necessarily absolute ~ 
for all time. The other topic that is implied by the title of this paper is one © 
which I prefer to call “psychiatry” rather than “psychoanalytic psychiatry.” 
I do so because “‘psychoanalytic psychiatry’’ seems to me an anachronism in © 
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§ chat all psychiatry today in centers where there is progressive teaching, pro- 
gressive practice, and progressive leadership, is psychoanalytic psychiatry in the 
sense of having absorbed and applied principles that are basically psychoanaly- 
tic. Furthermore, ‘“ psychoanalytic psychiatry’’ as used by some people has im- 
plications with which I basically disagree. For instance, I disgreee with the 
presumption that only psychoanalytically trained people can effectively prac- 
tice dynamic psychiatry, and that only psychoanalytically trained people can 
understand the basic principles of analysis and put them to excellent therapeu- 
tic use. As a matter of fact, | know individual physicians, some of them on 
my staff, who practice as good, if not better, therapy than the analysts do be- 
cause they do not get in too deep in spite of themselves. In the leading medical 
centers psychiatry has attained a development where the cleavage between 
those who practice psychoanalysis and those who do something else is rapidly 
becoming non-existent. There are still many psychiatrists who are opposed to 
dynamic psychiatry, but there are many who have assimilated it and these in 
constantly increasing numbers are representative of what | mean by modern 
psychiatry. 

Psychoanalysis today should be considered a basic science in psychiatry 
and is rapidly becoming a basic science in medicine—and | use the phrase 
‘‘basic science’’ with very special and important implications. The analogy 
that is very clear in my mind is that of pathology after William Henry Welch 
introduced it in America about 1870. He had to fight against people who did 
not find these innovations necessary, did not recognize their importance for 
some years, yet eventually it became for two generations the basic science of 
medicine. Pathology interpreted the symptoms and the treatment of diseases 
in terms of what their pathological pictures were, what changes had occurred 
in the tissues, and the clinician was not considered worth his salt as a scientist 
if he did not thoroughly understand the relation of tissue damage to clinical 
picture. Today psychoanalysis has a similar position. While the specialized 
skill for applying the psychoanalytic method to research and to therapy is still 
something requiring an intensive special training, the basic principles of psy- 
choanalysis are very readily understood by the psychologically minded people 
of the modern psychiatry clinic. This is certainly true of fourth year medical 
students in recent years, though not those of ten or even five years ago. They 
understand these principles, they do not need to argue about them, when they 
are illustrated by clinical material. The more mature psychiatrist today takes 
for granted the existence of the unconscious, its fundamental role in adjust- 
ment, the clinical evidence of repression, the understanding of the genetic sig- 
nificance of behavior patterns and of object relationships in adult life. These 
basic derivatives of analytic research are not only accepted without argument, 
but are applied extensively by psychiatrists who have not specialized in psycho- 
analysis. At times our estimates are biased by the outworn overemphasis of re- 
sistances to analytic understanding. Today we should reappraise the idea that 
all resistances are rooted in the Oedipus complex. Probably there is also a cul- 
















































tural resistance in the sense of the human inertia in accepting something new 
A definite cultural process has transpired. One can observe it in the response 
of medical students to good dynamic teaching. They do not need to argue the 
points we incessantly battled about with contemporaries for 30 or 40 years 
Through the subterranean passages of cultural development these ideas hay: 
been transmitted to the minds of the youth of today and in consequence the; 
do not establish the rigid resistances to analytic principles with which we have 
been long familiar. 3 

It is for these reasons that | talk about “psychiatry’’ rather than imply- : 
ing that there is a special “analytic psychiatry.” All good psychiatry today has | 
psychoanalytic principles and clinical demonstrations as its foundation, and | 
I am sure it is rapidly becoming one of the basic sciences in medicine. 7 

I have to follow Dr. Brenman’s example in speaking of impressions of — 
what are the training facilities in psychoanalytic psychiatry, the training in the ~ 
psychiatry in which we are interested. | feel they are essentially represented by ~ 
Dr. Kubie’s statistics yesterday from the 20 medical schools with up-to-date 7 
departments of psychiatry in the country. Dr. Kubie remarked that this is a 7 
very rough approximation, and the number is probably fewer. The other © 
schools are, of course, the potential foci of modern psychiatric teaching, and © 
will probably very rapidly become psychiatric centers, too. The training facili. | 
ties of those with progressive departments are best known to me through the | 
discussion of the Committee on Medical Education of the Group for the Ad- © 
vancement in Psychiatry. One thing which characterizes all such places is the | 
fact that psychoanalysts do play a prominent role, not in teaching psycho- | 
analysis and not in converting proselytes to psychoanalysis—that day is past, 
thank goodness—but in their contribution to the psychiatric setup and in their | 
part in its teaching activities. The training facilities, however, are not exclu- | 
sively those of instruction. There are other improvements which we should | 
promote as rapidly as possible. The most important point is that these train- 
ing facilities in medical schools are outstandingly inadequate in the preclinical © 
training. Indeed I do not think there is any medical school where the pre- | 
clinical training which is provided is what we should reasonably expect in | 
terms of modern psychiatry as 2 basic science. This special problem was much | 
discussed at the recent meeting of The Medical Committee of The Group for | 
Advancement in Psychiatry. It involves many practical problems, the finding © 
of time within medical school curricula, and the consent of the gray-beards | 
in the medical schools. Our Committee agreed that what used to be called | 
and is called today preclinical teaching should pretry much go by the boards. | 
There is a great deal of discussion in several medical schools of introducing | 
clinical work earlier and teaching it conjointly with what used to be called | 
preclinical work. Improvement in psychiatric teaching in the first and second © 
years involves an adequate presentation of the nature of psychological data | 
and personality development and can best be taught by the seminar method | 
rather than the lecture method. The student should have by the end of his | 
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second year a pretty good idea of what are the basic principles which he is 
to use in clinical psychiatry and he should have a thorough grounding in the 
elements of interviewing. We feel that you cannot wait till the third or fourth 

r to introduce psychiatric interviewing, as we do now; you teach the 
medical student an interrogatory method of history taking and then, if you 
are an up-to-date teaching institution, you unteach him and show him some of 
the principles of associative interviewing. Instruction in elementary inter- 
viewing could be begun early in the first year. The third thing which should 
be introduced as soon as possible is an introduction to clinical psychology. 
Medical students should know the principles of psychometric testing and diag- 
nostic testing and also the basic principles of sociology and anthropology, and 
should learn them early in their medical education. 


In summary then I should say: . 

(1) Ichas been for many years, and it continues to be, against the polics 
of The American Psychoanalytic Association and its constituent teaching in- 
stitutes—and against the convictions of a very high percentage of its members 
—to provide analytic training for the practice of any method of psychotherapy 
by laymen, except under the supervision of psychiatrists in well-organized 
clinics and hospitals. ; 

(2) The training of psychologists, as well as other lay professionals of 
higher caliber, in psychoanalysis for its applications to non-therapeutic aspects 
of other sciences is legitimate and highly favored; 

(3) In progressive departments of psychiatry in a minority of American 
medical schools, good programs of clinical teaching of dynamic psychiatry in 
the third and fourth years are rapidly developing, while preclinical teaching 
in the first and second years is universally poor, if not worthless. 





Morning Session 
March 28, 1947 


SUMMARY OF THE DISCUSSION 


KUBIE: | have thought a good deal, last night and at various intervals 
during the morning, about the problems which have been high-lighted. | 
think that we can summarize them under various headings: 


(1) We take off from an existing situation of great complexity. There 
is the termendous human need, which has in fact become an aroused and artic- 
ulate demand. We are cognizant of the total inadequacy of our resources for 
meeting that need. Not from medicine, not from psychiatric social work, not 
from clinical psychology are we equipped to meet this need today. We recog- 
nize also that unless we do the job ourselves charlatans will exploit this need 
Where science fails to‘respond to human needs charlatans always flourish. 
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Consequently this event of momentous importance in human culture (i.e., the 
fact that people have been aroused to the realization that they need help in thei 
emotional lives, and that emotional problems are part of the phenomena of 
human illness), this great cultural advance may lead to the worst kind of 
exploitation, if we fail to do our job. 

(2) This brings me to the second general agreement that has come out 
of these discussions, namely, that somehow or other, some technique of con- 
trol must be established for those who are going to attempt to meet this need. F 
In any final sense the process of control is a function not of science, nor of any F 
scientific discipline, but of the State. However, we also know, as previously é 
pointed out, that in any scientific field if legal action is taken prematurely ic 
tends to freeze the status quo into a rigid form and often places under unen- | 
lightened, bureaucratic restrictions something which should still be in a state | 
of flux and experimentation. Therefore, it would be well if some clear defini- | 
tion of sound scientific policy, detailed yet flexible, and alternative sets of cur- 7 
ricular requirements could be evolved by scientists before any precipitate and | 
ill-considered legislative action occurs. In this connection the question has been |” 
asked several times: Should scientific certification precede licensing by the | 
states, or should licensing come first? Certainly there is a difference between 
certification by a scientific group, and licensing by states: and although in med- 
icine, historically, licensing preceded certification, certification has been insti- 
tuted because of inadequacies in our system of medical licensure, that is be- — 
cause the licensing system does not recognize different special kinds, qualities ~ 
and degrees of medical skill. Consequently the certification of the specialist 7 
has been added as an extra-legal supplement to legal licensing processes. ; 

This matter may be something for us to consider at future meetings. 7 
However, even then it would remain our function to try to outline what con- 7 
stitutes sound scientific policy in this field. This might become the basis for ~ 
some certification procedure which, in turn, could ultimately become a sound 7 
basis for legal restrictions by state controls, for the prevention of abuse and 7 
charlatanry. 3 

(3) This brings us to the third issue, i.e., whether we participate in the © 
entire process or whether we confine our efforts and attention to only one part 7 
of ic. The scientist must serve not merely the immediate demand for therapy, © 
but also the long-run need for research and for teaching. There was much ~ 
discussion of the extent to which premature emphasis on therapy may en- 
danger research. There is danger of a deflection of personnel out of research ~ 
and into therapeutic activities because of greater financial rewards and the per- © 
sonal economic security in therapy. Equally important is the extent to which 7 
preoccupation with therapy may obscure one’s vision, lessen objectivity, and © 
make one a less critical scientist. To some extent, the bad effects of becoming | 
too preoccupied with therapy are tied up with the issue of private practice, ~ 
where the confusing influences are likely to be greatest. On the other hand, it ~ 
has also been pointed out that experience in therapy is an important part of © 
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training for research. Whether ic is an essential and necessary part is another 
question; there can be no question, however, but that there is an inter-relation- 
ship, a cross-fertilization between the effort to alter human psychological 
processes and to understand them. An understanding of human beings has 
ultimately to be tested against the ability to change them, just as in all medi- 
cine our understanding of a disease process has ultimately to be tested against 
ability to alter it. Therefore, there can be no hard and fast line between 
training for research and training for therapy. The two are closely inter- 
related; and this must be kept in mind in any rounded training program. 

(4) This brings us to the next important point. If all of this is true, 
how can it be organized? How can it be set up? Is it to be set up under medi- 
cal auspices? Is it to be set up under academic auspices? Can it be set up in 
conjunction with schools of psychiatric social work or under some kind of con- 
joint auspices? The interesting suggestion was made that perhaps what we 
need are independent schools of psychology, rather than departments of psy- 
chology in universities, or psychiatric departments in medical schools. Ob- 
viously there are dangers of splitting things apart where one wants to cement 
the disciplines together in order to infiltrate other disciplines; but nonetheless 
the idea of independent schools for the psychological disciplines, wherein one 
center conjoint or overlapping training for psychiatrists, clinical psychologists, 
psychiatric social workers, and psychoanalysts would be offered, is interesting 
and thought-provoking. Perhaps, with affiliations with universities, with 
cross-affiliation with medical schools, such schools of psychology might best 
meet the need of the situation. 

(5) I will not go back over what we discussed yesterday, namely, the 
organization of the curriculum, and so on. That is covered in another part of 
our summary; but a question has come up with considerable emphasis, both 
this morning and yesterday evening, namely, when to train. Underlying that 
is a recognition of the fact that training in the psychological disciplines pre- 
sents special problems and makes special demands, more particularly for a 
certain degree and kind of emotional maturity over and above the keenness 
of a student’s intellectual machine. The problem of:how to gauge emotional 
maturity as a prerequisite for training in the understanding of human person- 
ality is difficult; and is related to such questions as when it should come in 
the curriculum and if it is to be while in medical school, in which year it 
should start. Here we had the interesting suggestion that it should start with 
the first day the student is in medical school, that at the start the medical 
students has not been corrupted by the medical curriculum, that he has come 
with a spontaneous, naive, and eager emotional interest in human beings, and 
that he is susceptible to psychological influence. After he has been around 
medical school for a time he becomes psychologically immune and increasing- 
ly difficult to instruct. Also it was pointed out that there is a tendency in mod- 
ern medical education toward early exposure to clinical experience. This has 
certain interesting implications. It means that the first year medical student, 
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when he is in the same state of maturity and knowledge as any other recent col- 
lege graduate, is immediately confronted with human beings and their prob- 
lems. At that point, therefore, the graduate student in any department of psy. 
chology and the young medical student are quite on a par as to knowledge and 
emotional maturity. They have not yet been made into different human be. 
ings by the medical curriculum; and if the one can be infected with a mature 
interest in human personality, then it ought to be equally possible with the 
other, provided it is done under proper auspices and in a proper atmosphere. 
There is the further implication that early contacts with human beings, who 
are suffering either emotionally or physically, can of themselves exercise 2 
maturing influence on students and may be one of the most important first 
steps toward a new medical curriculum. 

(6) This leads to a suggestion which was made to me by telephone this F 
morning by Dr. Binger, who could not be here today. He asked me to present | 
this for him as an extension of what he said yesterday; and it fits into the 7 
summary at this point. He pointed out that the certification of medical spe- 
cialists is important. He reviewed how it had arisen as a reaction to the a- 
nomalous fact that a man who steps out of medical school and gets his license 
has a legal right to do brain surgery the next day. That is obviously wrong. 
and Dr. Binger’s idea was that some day we would have restrictions so that a 
physician would not have a right to do psychotherapy unless he had, in addi- 
tion to a medical degree, a doctorate in psychotherapy or in medical psychol- | 
ogy; but that this doctorate would also be earned in medical school. Further- © 
more, it would be open to men who had been through a pruned medical cur- © 
riculum as well as to men who had been through the complete medical curricu- 7 
lum. In other words, his motion was that there should be a new doctorate in 
psychotherapy or in medical psychology : and that those who held this doctor- | 
ate would be in two groups: 1) those with an M.D., and 2) those without an © 
M.D., but who had been through a partial medical curriculum in medical 7 
schools and teaching hospitals to give them those elements of the medical 7 
curriculum which are essential for psychotherapy. That really amplifies more © 
concretely what we discussed yesterday. 4 

(7) The next topic that comes up at this point, concerns the special role © 
and the special problems of psychoanalysis in such a development. Here many 
difficult and special questions must be answered. First, can anyone be trained © 
to an understanding of psychoanalysis without going through a personal | 
analysis? This is an important theoretical and practical issue, because the | 
bottleneck in training is the shortage of training analysts to give training 7 
analyses. Somewhat to my surprise and interest there was a rather large degree © 
of agreement that it was possible to give a profound understanding of basic © 
psychoanalytic theory and technique without subjecting everybody to a per | 
sonal analysis. 1 am sure that many people will object to this; but here at least | 
the agreement was general and included even the analytic group. Drs. Kris, © 
Spitz, Rapaport and Brenman all took this position, alchough there was some | 
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question whether training for the understanding of psychoanalysis and training 
for the therapeutic application of psychoanalysis can be given in the same way. 
The question also came up whether one can learn about psychoanalysis in this 
general cultural sense and also as a specific therapy without having had the 
actual experience of doing therapy. If one has to have the experience of doing 
therapy in order to understand analysis, then everyone who wants to under- 
stand analysis must be analyzed. Here again the issue comes up, what about 
research? Can you do research in analytic processes and in the analytic under- 
standing of the personality without having had experience in therapy. These 
are questions which have been argued pro and con without reaching any final 
decision. Perhaps just to confront ourselves with the issues is in itself of 
some value at this point. 

(8) The next question that was brought up, and one of far-reaching im- 
portance, was the influence of a well-developed program of training in clinical 
psychology on the status of psychology in general and on the atmosphere of 
medical education. Without going into that in detail it is important to place 
the matter on record for future consideration. 

(9) Finally came the question with which we started, namely, what are 
we training for? Are we going to train everyone for the same all-inclusive 
functions in the field of clinical psychology? Are there differences in the per- 
centage distribution of pure scientists and applied acientists in the various psy- 
chological disciplines, which in turn should lead us to develop a variety of 
different educational programs? Aire there differences in the percentage of 
| practitioners in relation to teachers, and to researchers? etc. . . It was pointed 
out that in psychiatric social work the preponderant emphasis has been on 
training for practice and teaching, with relatively little emphasis on training 
for research. In clinical psychology on the other hand, there has been too little 
training for practice, with an over-balanced emphasis on training for research. 
The recognition of these differences in emphasis high-lights some of the prob- 
lems we have discussed. 





APPENDIX 


SUPPLEMENTARY COMMENTS CONTRIBUTED 
BY MEMBERS AFTER THE FIRST MEETING 


FROM GEORGE E. GARDNER: 


| WOULD like to expand my suggestion that the establishment of a School 

of Psychology within the university which would be independent of both 
the Medical School and the academic Psychological Departments, but non- 
theless drawing upon both groups for their faculty, would in large part solve 
many of the difficulties which confront us in mapping out the future of 
Clinical Psychology and the role of Clinical Psychologists. 











































As I suggested in my brief discussion, there is a certain core of basic psy. 
chological knowledge that it is imperative to impart to a large number of 
allied professions that are being trained simultaneously in any large medica! 
center, namely, 


Clinical psychologists ' 
Social workers 
Medical students 

Candidates in schools of nursing 

Theological students 

Graduate psychiatrists in their fellowship training years, and 
Teachers and educators. 
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The first year training in this School of Psychology would be aimed at the | 9 
fundamental basic courses in human behaviour that all of these varied dis. 
ciplines need as a groundwork for their future specialization. Some would be ~ 
required to take the complete first year course, and this would be true, of | ~ 
course, with our Clinical Psychologists. The other groups would take but one 
or two of the basic courses as it was thought necessary for them. But in the 
second, third and fourth years of such a School, there could be specialization 7 
for the varied types of Clinical Psychology that are needed by the various in. 
stitutions in our present day society. And I might say here that in our con ~ 
ference we have not stressed enough the tremendous amount of specialized 
variation that there is in this group called Clinical Psychologists, ranging from ~ 
the therapist who spends all of his time in treatment, to specialized areas such © 
as remedial work with reading difficulties, consultant work to courts, or Pupi! ~ 
Accounting Departments in public school systems. It seems, then, that our © 
plans for specialization are more easily formulated than are our plans for the © 
basic courses necessary for all of them At any rate that would seem to me to 7 
be a starting point in the establishment of a profession of Clinical Psychology. — 
and your expansion in the direction of medicine or in the direction of the ~ 
academy could take place as was dictated by the needs of society as we went © 
along year by year. By a School of Psychology, of course, | am not referring © 
to theoretical concepts, but I am referring to a School fashioned and admin- © 
istered after the manner of the present day School of Education, School of ~ 
Social Work, or School of Dentistry as we know them. 4 

On the other hand, such concentration of the basic knowledge and group- © 
ing of the faculty members who impart such knowledge into one faculty and ~ 
under one administration would in large part eliminate the enormous amount | 
of useless duplication and reduplication of lectures, and seminars, and the con- 7 
flicting and competing demands and requests for field work, field work super- | 
vision, and apprenticeships—all of which confront those of us who try to ~ 
teach and train in these areas. As an example of this, it is not unusual for | 
training psychiatrists at the present time to be called upon to give identical 
basic lectures in (a) a School of Social Work, (b) a School of Nursing, (d) | 
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to third year medical students, and (d) to first year graduate students in Clini- 
cal Psychology—all in the same semester in varying parts of the university 
town, and all this when the instructor himself knows full well chat all of them 
could receive the same lecture in these basic initial stages of their training. 

- Finally, che establishment of such a School would tend (1) to solve 
many of the difficulties that arose from some of the suggested programs. (For 
example, such a School would soon be giving us the therapists that Dr. 
Kubie’s plan calls for, though probably never in such great numbers as to meet 
che social need) ; (2) would make the School of Psychology independent of med- 
ical school direction, but on the other hand it would allow for the closest type 
of cooperation between the faculty of Clinical Psychology and the faculty 
of Psychiatry; (3) would divorce in the main Clinical Psychology from the 
rather sterile direction of the academicians and allegedly “brass instrument” 
psychologists; (4) would comply in part with Dr. Brosin’s request that diag- 
nosis and research could well be the main function of the Clinical Psycholo- 
gists or at least goodly proportion of their numbers; (5) would allow for 
preparation for these men and women to do therapy if desired and thus com- 
ply with Dr. Shakow’s feeling that Clinical Psychologists should be trained to 
do therapy as an aid to the structuralization of their research programs and 
that their research programs in turn should be aimed at future therapeutic 
devices as well as the formulation of diagnostic tools; (6) and, finally, it 
would allow for the application and expansion of Evaluation Methods that 
were thought by so many to be so desirable and needful. 

In conclusion, it seems to me that the establishment of a School of Psy- 
chology, at least a pilot school (endowed perhaps), is practical and that it 


could be set up without any tremendous wrench of the medical or university 
administration in any of our large medical centers. 


FROM WILLIAM LINE: 


In the hope that I may be permitted to continue to share the deliberations, 
I am writing, in summary, my understanding of the problem. 

A Clinical Psychologist, defined at least implicitly, is one who has 
accepted the postulates of Dynamic Psychology at least to the degree that he is 
willing to work with them. 

Clinical Psychology by and large has other definitions, none of which is 
as systematically clear as the above. The general, ill-defined, traditional mean- 
ing has references to working with “‘sick’’ people—with little clarity as to 
what “‘psychological’”’ work is (beyond psychometrics). 

The specific definition of the conference draws attention to the fact that 
the postulates of psychodynamics were, and are, grounded in a therapeutic 
setting. It is therefore inevitable that a psychologist working with these postu- 
lates must be involved in therapy—not necessarily as a therapist, but in under- 
standing some basic therapeutic principles. 
































] agree, therefore, that the plea is most sound—that the Clinical Psychol. 
ogist thus defined must be trained in the atmosphere, ethos, moralities, etc. of 
the therapeutic situation. Such a training outline appealed to me very much, 

But the complement of psychological training (by Departments of Psy. 
chology) is another matter. 

Psychodynamics can be taught only by a psychiatrist well-experienced in | 
psychoanalysis. The idea of lay people teaching psychodynamics is contro. | 
versial. ; 
There are no qualified teachers of psychodynamics in any university De. | 
partment of Psychology on this continent to my knowledge. There are a few | 
fairly competent psychologists who try to teach psychodynamics in universi- | 
ties. But I think this is likely to do no good. The incompetent text- book | E 
people do harm. 

In Canada, there is no competent psychiatrist for this purpose. In the : 
United States, there are a few—not as many as is generally supposed; certain|y ~ 
not nearly enough. 4 

There are teachers associated with informal settings such as Tavistoct # 
and Topeka. But I’m concerned about the ‘‘formal”’ university setting. ‘ 

Medicine is, in general, somewhat critical (fearful) of psychodynamic, — 
the central rationalization being that the research underpinning is inadequate. 7 
This is a fact to be reckoned with. % 

The setting up of a special training division for this clinical psychologist © 
need, may alienate both medicine and psychology (in the university sense). 

I see the danger of forcing university psychology into the arms of tradi- | 
tional or reactionary university medicine—in much the same way that some | : 
of our progressive child-study psychologists are being forced back into the fl : 
arms of the old-line pediatrician unless we handle this problem—not through 
Tavistock or Topeka—or even through special institutes or new courses of | 
professional training—but through the universities and the ‘“orthodox’’ pro- | 
fessional associations. 


Therefore, at the moment, my points are these — 


(1) Invite University Psychology to cooperate on the basis—not of | 
training ‘‘therapists’’, (great as is the need)—but of research. (Let institutes § 
train the workers in the field). 

(2) Invite University Medicine to permit psychodynamic teaching (in , 
every conceivable phase)—not as a gospel,, but as a “point of view.’ 

(3) Make clear to medicine that the partnership of psychology is estab- | 
lished on a research basis. ; 

(4) Make clear to psychology that its job is to examine—systematically / 
and experimentally—the basic postulates of psychodynamic theory. 

(5) Transfer ‘psychological teaching to medical students’ from psy- © 
chology departments, to psychodynamic psychiatrists—in cooperation with | 
psychological research staff as above designated. 
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FROM ROBERT W. WHITE: 





| am not sure that I phrased my suggestion clearly at the conference. Lec 

me try to restate it now. I agree that clinical psychologists are going to do 
therapy, out of the force of circumstances as they exist today, and that the most 
urgent question is how to train them and how to give them the proper experi- 
ence, so that this therapy will be competently done. It was necessary, | am 
sure, for us to discuss “‘the question of lay therapy” and to line up the diffi- 
culties surrounding it, bringing out into the open the misgivings of psychi- 
atrists lest such therapy be incompetent, and bringing out equally (it seemed to 
me) the misgivings of psychologists lest the demands for therapy lure the pro- 
fession away from its tremendously important research task. To me, at least, 
ic was one of the clearest findings of the conference that all of us regretted the 
xisting situation and the tremendous pull it is going to exert toward therapy 
But the situation exists. (1 was most happy at the way we kept bringing this 
fact back into the debate whenever “the question of lay therapy’’ was dis- 
Wacussed as if the year were 1937 instead of 1947). My problem is how to go at 
ck |“ Withe task of training clinical psychologists in a fairly short time so that they will 
Whe able to assist competently in meeting the current need without, however, 

S, “WBscriving to become the equivalent of a psychiatrist and without reaching the 
cc. WBlevel of competence and experience at which they might be expected to func- 
“Wition without psychiatric supervision. If the social worker is able to bear part 

ist | MMMof che therapeutic task on the strength of two years of professional training, it 
“WBshould be possible for the clinical psychologist similarly to bear part of the load 












i | by virtue of four years. | would like to have this question considered quite 
ne “Wiconcretely. Perhaps the therapeutic activities of clinical psychologists should 
he Miibe limited to nondirective counseling which is readily teachable. Perhaps 


gh “icertain of the therapeutic specialties, like play-therapy with children, and 
of group psychotherapy with adults, could be allocated to the psychologist. | am 
‘0- BBnot sure that any of these suggestions are right, but it is along such lines that I 
would like to see further concrete discussion. It may be that the four year pro- 
gram is too short to accomplish what we would like to teach, and | think 
onsideration should be given to the possibility of a fifth year. 


ROM ERNST KRIS: 


[am much interested in a project for a “School of Clinical Psychology” 
lly "land might possibly be able to make a few useful suggestions provided that 
what we envisage is not a basic or undergraduate training but on a postgrad- 


sy- mate level. 


Under this condition I should think that three areas should be considered : 
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(1) Clinical Training: § 
Here stress should be laid on bringing criteria as close to psycho. | 


analytic concepts as possible. Much work has been done in this | 


direction but a good deal more needs doing. Training here will a | 
every point touch research. This part of the work would probably | 
presuppose access to clinical material which a clinic might greatly | 
facilitate. 

(2) Theoretical Training: 
In order to make tests more useful to psychoanalytic clinicians the psy- 


chologists must be trained in basic concepts. I think that this part is 


no less complex than the clinical training itself. Were the project in 
a more advanced stage I would try to make concrete suggestions. Ar 
the Graduate Faculty I have taught a good many clinical psychologists 
and they are receptive but many need thorough re-education. 


(3) Clinical Training and Theoretical Work: 


Both could be combined with research. The prejudice amongst psycho- ~ 
analysts against organized research is still fairly great. Here is a point ~ 
where this prejudice could be discussed in detail. j 


Needless to say that apart from these three areas there are many concrete 


problems one might wish to discuss; for example, problems of selection. ~ 
Clinical psychologists trained in various institutions are of very different ~ 
standing indeed and only a careful selection can make this work worth while. 











RESOLUTION CHART 











100 MILLIMETERS 


INSTRUCTIONS Resolution is expressed in terms of the lines per millimeter recorded by a particular 
film under specified conditions. Numerals in chart indicate the number of lines per millimeter in adjacent 
“T-shaped” groupings. 

In microfilming, it is necessary to determine the reduction ratio and multiply the number of lines in the 
chart by this value to find the number of lines recorded by the film. As an aid in determining the reduction 
ratio, the line above is 100 millimeters in length. Measuring this line in the film image and dividing the length 
into 100 gives the reduction ratio. Example: the line is 20 mm. long in the film image, and 100/20 = 5. 


Examine “T-shaped” line groupings in the film with microscope, and note the number adjacent to finest 
lines recorded sharply and distinctly. Multiply this number by the reduction factor to obtain resolving power 
in lines per millimeter. Example: 7.9 group of lines is clearly recorded while lines in the 10.0 group are 
not distinctly separated. Reduction ratio is 5, and 7.9 x 5 = 39.5 lines per millimeter recorded satisfacto- 
rily. 10.0 x 5 = 50 lines per millimeter which are not recorded satisfactorily. Under the particular condi- 
tions, maximum resolution is between 39.5 and 50 lines per millimeter. 


Resolution, as measured on the film, is a test of the entire photographic system, including lens, exposure, 
processing, and other factors. These rarely utilize maximum resolution of the film. Vibrations during 
exposure, lack of critical focus, and exposures yielding very dense negatives are to be avoided. 
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